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Dunphy & Botsford’s Surgical Examination — New (2nd) Edition 


Tells you how to examine a surgical patient and de- eyes, ears, fingers, nose and brain. Pitfalls of exam- 


rive the most information by the simplest means. Em- ination are beautifully delineated. This is postgrad- 
phasis is on keen observation of the patient——using uate physical examination at its zenith. See Inside. 


See SAUNDERS Advertisement on next 2 pages 
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pecific Miethods of Treatment 


Latest clinical information from the medical centers 
of Boston—on 20 knotty problems of daily medicine 


Among the articles in this symposium you'll find help from one of 
the nation’s top authorities on oral treatment of diabetes. He de- 
scribes in detail the use of Tolbutamide (Orinase) from His wide 
experience. The many uses of tranquilizers for non-psychiatric con- 
ditions are helpfully covered. There’s new and highly useful infor- 
mation on the pharmacology of aldosterone. A valuable article on 
ultra-sound in physical therapy describes tissue effecis, methods of 
application and use in various disorders. Best known treatments for 


hospital staphylococcal infections are described and claims of newer 
antibiotics scrutinized. This is a superb issue of the Clinics—an ex- 
cellent one with which to begin your subscription. 


This practical Symposium comes to you in the September 


MEDICAL CLINICS OF NORTH AMERICA 


302 PAGES, 24 ILLUSTRATIONS—CHESTER 8S. KEEFER, M.D... CONSULTING EDITOR 


Diagnosis and Treatment of Obstructive Pulmonary Emphy- 


Oral Hypoglycemic Agents in the Management of Diabetes— 
sema_ William Franklin and Francis C. Lowell 


Alexander Marble 


The Treatment of Leukemia-—Joseph R. Bove and Charles P. 


cmerson 


Antibiotics for Staphylococcal Infections —-Maxwell Finland 


Importance of Aldosterone in Clinical Medicine Don H. 
Nelson 


The Diagnosis and Treatment of Rheumatic Fever and Rheu- 
matic Carditis Benedict F. Massell 


Ultrasound in Medicine—Murray M. Freed 
Eezematous Hand Eruptions: Etiology and Treatment— 


Herbert Mescon 


Sedatives: Their Pharmacology and Uses—Edward W. Pelikan 
and Charles J. Kensler 


Treatment of Superficial Ringworm Infections—John 5S. 
Strauss 


-Ernest A. Sneddon 


Recent Advances in Local Anesthetics 


The Diagnosis and Treatment of Intestinal Parasitism 
The Tranquilizers—Dale G. Friend Donald L. Augustine and Franklin A. Neva 


Clinical Use. of Repair Fluids in Daily Hospital Practice— The Management of Ulcerative Colitis Philip Kramer 
Solomon Papper 


The M of Regional Enteritis Thomas A. Warthi 


Gelter: Dingnecis and Treatment—Behen A. Burrows Urinary Stone: Its Nature and Treatment Richard Chute ‘ 


The Treatment of Hypothyroidism—Jacob Lerman 


The MEDICAL CLINICS OF NORTH AMERICA are issued serially 6 times a year. 
In each number of about 300 illustrated pages, you will receive the most modern help 
on diagnostic methods, latest treatments and up-to-date methods of management. All ar- 
ticles, written by leading American Authorities are original, practical and of immediate 
use in daily practice. Per year: Clothbound $18.00; Paperbound $15.00. FORTHCOM- 
ING NUMBERS: November—Nationwide Number on COMMON PAIN PROB- 
LEMS; January—V.A. Hospitals Number on MAJOR PULMONARY DISEASES. 


American Medical Association. Subse a vear, 45e a copy. Canadian 
at Davton, Ohio under the act of March 5%, Address all communications to 
Chicago 10, Illinois 


THE JOURNAL of the “American. Medical Association is published weekly by the 
$17.00. Foreign $21.50. Accepted for entry as second class mail at the Postoffice 
American Medical Association, 535 N. Dearborn St.. 
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New (2nd) Edition—Dunphy & Botsford’s 


Physical Examination 
of the Surgical Patient 


Explicitly tells you what to look for, how to 


look for it, and just what your findings mean 


A “how-to-do-it” book of postgraduate physical diagnosis. The authors slant 
the information toward the particular problems of the surgical patient. The 
wealth of hints and helps contained here is the sort that can be appreciated 
and used to best advantage by the physician who has had considerable ex- 


perience in diagnosis. 


Examination of the various areas of the entire body are covered. You'll find 
how best to feel the thyroid gland, how to recognize early cancer of the oral 
cavity, how to appraise accidental head injury, how to examine an acute 
abdominal condition in a child, how to correlate the signs of a ruptured inter- 
vertebral disk. While the bulk of the book is devoted to the elective examina- 
tion, one-quarter of the text examines the problems of the emergency ex- 
amination for injuries most frequently encountered. 


The authors face up squarely to the problem—that when serious errors in 
diagnosis are made—the errors almost always hinge on a point of the physical 
examination which has been overlooked or misinterpreted by the examiner. 
They give complete, reliable check lists and cover the pitfalls thoroughly— 
the points where examination is apt to be faulty. 


For this new edition, Drs. Dunphy and Botsford have carefully reviewed and 
revised the text. You'll find new information on history taking and on special 
examination for detection of canzer. A number of new illustrations have been 
included and color has been added to others to make them understandable 
at a glance. 


You'll find this volume to be one of procedure, of technique, of examination 
methods to be put to daily use—not one of speculative theory. Order your 
copy by filling in and mailing the coupon below. 

By Enciesert Duneny, M.D., F.A.C.S., Professor of Surgery, Harvard Medical School, Director of 5th Surgical Service and 
Sears Surgical Laboratory, Boston City Hospital; Consultant in Surgery, Children’s Medical Center; and Tuomas W 
Borsroxn, M.D., F.A.C.S., Clinical Associate in Surgery, Harvard Medical School, Senior Associate in Surgery, Peter Bent 


Brigham Hospital, Associate in Surgery, Children’s Medical Center. 375 pages, 6” x 94,”, with 203 illustrations. About $8.00. 
New (2nd) Edition—Just Ready! 


iW. B. SAUNDERS COMPANY 

West Washington Sq., Phila. 5, Pa. 
Please send and charge my account: 
(j) Dunphy & Botsford’s Physical Examination of Surgical Patient........About $8.00 


| 
| (©) Medical Clinics of North America—beginning with September 1958 Number 

Clethbound $18.00 Paperbound $15.00 
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Hew Mosly Sooke 
which Provide Confident Diagnosis, Choice 
Therapy and Succesroful Management Practices 


DIAGNOSTIC ANATOMY 


Written for the physician who contends daily with the morphologic features of the human 


Gardner 


Original Approach body, DIAGNOSTIC ANATOMY, by Dr. Weston Gardner, will be especially helpful to the 
to Correlation practitioner who wishes to reacquaint himself with the anatomic features of the body he ex- 
A amines. Employing the pesthoront ivi you, as a practicing physician use every day, the book 
of Anatomy to correlates aspects of regional gross and topographic anatomy based upon the techniques, se- 

Clinical Diagnosis quence and problems you encounter in making physical diagnosis from the general viewpoint 4 
of internal medicine. Following introductory chapters on constitutional anatomy, the aging of 

the human body, the postural considerations and the integumentary system, the major regions j 

of the human body are analyzed according to their structural components and morphological 


relationships. 


By WESTON D. GARDNER, M.D., Associate Professor of Anatomy, Marquette University 
School of Medicine, Director of Medical Education, Evangelical Deaconess Hospital, Mil- 
waukee, Wisconsin. Just Published. 376 pages, 634” x 934”, 20 illustrations. Price, $10.00. 


Modell DRUGS OF CHOICE 1958-1959 


. . DRUGS OF CHOICE 1958-1959 not only critically reviews drugs in current use, but more 
Reviews Drugs in importantly explains the basis for choosing one over another. The first in a series of biennial 
Current Use and this 931 page reference gives you assistance of Dr. a 

. : 1armacologist, and 37 recognized experts who express their unbiased opinions on the most 
Explains the Basis highly successful drugs in current use in the particular field in which each has specialized 
for Choosing One knowledge or experience. The book also contains an alphabetically-arranged Drug Index at the 
Over Another a of — «ana listing commonly used drugs by generic names and by proprietary names 

when practical. 


Edited by WALTER MODELL, M.D., Associate Professor of Pharmacology, Cornell Uni- 
versity Medical College; Attending Physician, New York Veterans Administration Hospital; 
Associate Visiting Physician, Bellevue Hospital, New York; with 37 eminent contributors. Just 
Published. 931 pages, 634” x 934”, illustrated. Price, $12.75. 


Krugman- INFECTIOUS DISEASES OF CHILDREN 


Ward Authoritatively written by two clinicians and educators, this new Mosby book provides you 
with a ready source of beige, clinically tested information covering those infectious diseases 
most prevalent today in adults and children. All recent advances in the management of such 


A Clinical Aid to diseases as adenovirus infections, coxsackie virus infections, aseptic meningitis, acute laryngo- 
the Management of tracheobronchitis and toxoplasmosis are discussed. The chapter on control of communicable 
C 1 diseases reflects the current procedures in regard to contagion which have been successful in 
ommon Infectious the Communicable Disease Unit of Bellevue Hospital. 
By SAUL KRUGMAN, M.D., Associate Professor of Pediatrics, New York University College 


of Medicine; Visiting Pediatrician, Bellevue Hosptal; Director, Communicable Disease Unit, 
Bellevue Hospital Center; Attending Pediatrician, University Hospital; and ROBERT WARD, 
M.D., Professor and Head of the Department of Pediatrics, University of Southern California; 
Physician-in-Chief, Children’s Hospital, Les Angeles. Just Published. 340 pages, 634” x 934”, 
44 illustrations, 7 color plates. Price, $10.00. 


Burdette ETIOLOGY and TREATMENT OF LEUKEMIA 


A recording of the proceedings of the First Louisiana Cancer Conference, ETIOLOGY AND 


Reviews Current TREATMENT OF LEUKEMIA gives you a brief review and outline of current progress in the 
Progress in Cause treatment of leukemia and its possible causes. Covering ideas and exchanges between 15 con- 
tributors who participated in this Symposium, this new Mosby book retains much of the spon- 
and Treatment of taneity and flavor of its original presentation. The authors discuss such recent advances as f 
Leukemia chemotherapy of leukemia, with myleran and chlorambucil, and present evidence for irradia- 


tion and viruses as causative agents of leukemia. x 


Edited by WALTER J. BURDETTE, Ph.D., M.D., F.A.C.S., Professor and Head of the De- 
partment of Surgery and Director of the Laboratory of Clinical Biology, University of Utah 
College of Medicine. Just Published. 167 pages, 634” x 934”, 22 illustrations. Price, $4.00. 


At Your Favorite Bookstore or Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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WHEN 
BLOOD 

PRESSURE 

MUST 


COME 
DOWN 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 


years. Photo shows effect 
of pressure at a-v 
crossings and various 


types of hemorrhage. 


In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


“ with fixed hypertension of over three years’ duration.” 
1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


+ SUPPLIED: TABLETS =2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS *! (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® ® 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOLINE® hydrochloride = 
(reserpine and hydralazine hydrochloride CIBA) 


B A SUMMIT, N. J. 
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GHT 1957 THE COCA-COLA COMPANY. 


GOOD TASTE 


Purity, its quality; loved — i 
i ) ‘its goodtaste,in # 
REG US PAT OFF 
Te 


less restricted* 
night-time sedation 


in elderly patients, for 
l n stan Ce, nonbarbiturate Doriden provides 


4 to 8 hours of sleep without the pre-excitation and later 
“hangover” often encountered with barbiturates. Doriden 
is well tolerated. It is especially useful in the many older 
patients who cannot tolerate barbiturates or who, because 
of continued use, require such high dosages that respira- 
tion may be depressed. 


*unlike barbiturates, Doriden is usually not contraindicated 
where renal and hepatic disorders are present. 

*unlike many barbiturates, Doriden rarely causes pre-excitation; 
onset is smooth, rapid. 

*unlike barbiturates traditionally used for sedation, Doriden 
is metabolized quickly, thus rarely produces “hangover” 
and “fog.” 

SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. 


glutethimide SUMMIT, N. J. 
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ae At Clinically confirmed 
epr O in over 1,200 
documented 
case histories** 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 
> restores natural sleep 


® reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


®& does not adversely affect blood pressure 
or sexual function 


& causes no excessive elation 
> produces no liver toxicity Dosage: Usual start- 


does not interfere with other drug therapies 

Deprol is unlike central nervous stimulants 
3 tablets q.i.d. 

does not cause insomnia 


produces no amphetamine-like jitteriness 


does not depress appetite 


has no depression-producing aftereffects (benactyzine 


can be used freely in hypertension and 
in unstable personalities 50 scored tablets. 


4 


1. Alexander, L.: Chemotherapy of depression—Use of bined with b 
t 7 hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current p ! i in the files of Wallace Laboratories. 


cones. Literature and samples on request (iy WALLACE LABORATORIES, New Brunswick, N. J. 
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it still tells our story as effectively as it did 


anniversary 


when it was first written. 
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On this our one hundredth 
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I) the city of Bagdad lived Hakeem the 
Wise One, and :nany people went to him 
for counsel which he gave freely to all, 
asking nothing in return. 

There came to him a young man who 
had spent much but got little, and said: 
“Tell me, Wise One, what shall I do to 
receive the most for that which I spend?” 

Hakeem answered,A thing that is 
bought or sold has no value unless it 
contains that which cannot be bought or 
sold. Look for the Priceless Ingredient? 

“But what is this Priceless Ingredient?” 
asked the young man. 

Spoke then the Wise One: My son,the 
Priceless Ingredient of every product 
in the market- place is the Honor and 
Integrity of him who makes it.Consider 
his name before you buy-’ 
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in vaginal trichomoniasis — 


VAGISEC’ 


liquid and jelly 


Active ingredients in VAGISEC liquid: Poly- 
oxyethylene nony! phenol, Sodium ethylene 
diamine tetra-acetate, Sodium dioctyl sul- 
fosuccinate. In addition, VAGISEC jelly con- 
tains Alcohol 5% by weight. 


ior are literally exploded by speedy, thorough- 
acting Vacrisec® liquid and jelly. Taking as a criterion 
of cure repeated negative cultures for three months follow- 
ing treatment, Weiner’ reported VacisEc therapy “cured” 
90.2% of his patients (46 of 51). 


VaciseEc therapy relieved half the patients of all annoying 
symptoms of trichomoniasis after only one week of treat- 
ment. In agreement with findings of other investigators,”* 
three to four weeks of therapy were sufficient in most cases 
for complete eradication of trichomonads. 


Such successful treatment of stubborn cases of vaginal 
trichomoniasis is due to the penetrating and explosive 
action of VaciseEc liquid and jelly. Each spreads over the 
entire mucosal surface, reaching into folds and dissolving 
secretions to reach parasites buried beneath. The wetting, 
detergent and chelating agents weaken trichomonal cell 
membranes, remove waxes and lipids, and denature the 
proteins. Within 15 seconds of contact, hidden trichomo- 
nads are exploded. When ‘round-the-clock therapy is 
employed—vaginal scrub with VaciseEc liquid in the office 
and instillation of VaciseEc jelly, followed by home douches 
and insertion of jelly—trichomonads cannot survive. 


References: 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958, 2. Decker, A. : New York 
J. Med. 57 :2237 (July 1) 1957. 3. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1956. 


anniversary 
1883-1958 
service to the medical and drug professions 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc. 
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‘TOTAL PATIENT’ THERAPY 


EFFECTIVELY 
/ CONTROLS anxiety- 
tension-induced exacer- 
bations and emotional 
factors through the 
tranquilizer and muscle- 
relaxant! effects of 
hydroxyzine. Potentiates 
the action of prednisolone, 
improving response, 

often increasing 

dosage efficiency, and 
permitting lower 
dosages.2 The unique 
anti-secretory action® 

of hydroxyzine also 
minimizes corticoid-induced 
gastric reactions. 


1. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 
Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 

Ind. 

= 2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

3. Warter, P. J.: J. M. Soc. 

New Jersey 54:7, 1957. 

Sees 4. Individual Case Reports to 

Medical Dept., Pfizer 

Laboratories. 

w 5. Strub. I. H.: To be published. 
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prednisolone-hydroxyzine 


SUPPLIED: 


ATARAXOID 5.0 


scored green tablets, 5.0 mg. 
prednisolone and 10 mg. 
hydroxyzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 2.5 mg. 
prednisolone and 10 mg. 
hydroxyzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 1.0 


scored orchid tablets, 1.0 mg. 
prednisolone and 10 mg. 
hydroxyzine hydrochloride, 
bottles of 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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THE MORE YOU EXPECT 
OF A LOCAL ANESTHETIC 
“THE MORE YOU WILL DEPEND 


ON XYLOCAINE 


 stdrile-injectable solution for local anesthesie 


in Local infiltration Anesthesia—Less Time is Required 


a local anesthetic agent in closure of lacerations, removal of 


closely approaches the ideal as 
omy and other minor surgical procedures, 


Xylocaine 


excision of abscesses. in tonsillect 


cysts, moles and warts, 
erations, for example, Xylocaine can be infiltrated through the 


and reduction of fractures. In small lac 


cut surface; thus facilitating more thorough, pain-free exploration, and allowing more time for careful 


suturing. 


Injection of Xylocaine is simple and ra id diffusi i i 
sn D pid diffusion produces an extensive operative field. It is well- 
ed 
profound and of long duration for postoperative patient comfort. With Xylocaine, and f 
those cases where | 
vasopressor drugs are not contraindicated, less epinephrine is required th 
ed than with 


Slide #162 of a 


Next issue — Series... 


Reoi 
Block Anesthesia 


i 
i 
any other local anesthetic agent. Even in relatively high concentrations, tissue tolerance to Xylocaine ] 
is remarkably good. 
Clinical acceptance?—more than half a billion injections attest to it. Clinical utility and safety2— = 
there is a bibliography of more than 300 published references reporting its successful application in 4 
stnesia, nerve blocking, and topical anesthesia by spray or by instillation. That's why it is oe 
Said: “They rewrote the book for Xylocaine.” 
3 
| 98% and 12% 900. 
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olarization 


to improved 


intiSramine 


This is the indicator of 

a polarimeter, which 

verifies the presence of separable 
isomers in a compound. 


ANTIHISTAMINE ( 
25 TIMES 
MORE POTENT ( 


mg. FOR mg. ( 


Polarization verified that chlorpheniramine is a 
separable racemic mixture. Schering scientists achieved separation of the 
dextro and levo forms, leading to the significant discovery ( 


... than older ethylenediamine and benzhydrol antihistamines. ( 


that the antihistaminic activity is concentrated in the dextro isomer. 


POLARAMINE Offers unexcelled therapeutic effectiveness, safety 
and relative freedom from side effects at low dosage. 


POLARAMINE is the dextro isomer — a new, 
improved antihistamine now available as ( 


OLARAMINE 


dextro-chlorpheniramine maleate 


REPETABS 


Relief all day the REPETAB way ( 


Dosage: One Reretas in the morning and one Repetas in the evening. 
Tablets, 2 mg.—one t.i.d. or q.i.d. ( 


POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 
e> POLARAMINE is also available as 2 mg. tablets, bottles of 100 and 1000. ( 
Bows 


SCHERING CORPORATION, Bloomfield, New Jersey 


POLARAMINE 


BRAND OF DEXTRO-CHLORPHENIRAMINE MALEATE, repcrags,® REPCAT ACTION TAGLETS. FO-s-198 ( 


? 


potent narcotic analgesic 


effective even for 


e orally potent 
e consistently gives profound relief 


* minimal side effects 


Additional information to physicians on request. 
Subject to Federal Narcotic Law. 
LERITINE is a trade-mark of Merck & Co., Inc. 


you can rely 


on OXYGEN U.S. P. by 


producer of highest-purity oxygen 
for more than 50 years 


The terms “‘Linde” and “Union Carbide” are 
registered trade-marks of Union Carbide Corporation. 


Linde Company (Dept. Z 91) 

Division of Union Carbide Corporation 

30 East 42nd Street, New York 17, N. Y. 

Please add my name to the complimentary mailing list 
for OxyGEN THERAPY NEWS—your monthly review of 
current articles on the use of oxygen in medicine. 


ANILERIDINE 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


“When the I.P.P.B. apparatus is skillfully 
managed, it provides a means of administer- 
ing oxygen without diminution in ventilation, 
and also it provides a convenient and effective 
means of administering nebulized broncho- 
dilator.” 


—Cohn, J. E.; Carroll, D. G.; and Riley, R. L.: Am. 
J. Med. 17:447 (Oct.) 1954. 


J.A.M.A., Sept. 6, 1958 
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Just last year, a new chapter 

. Began in the treatment of 
diabetes: Orinase became 
available for general clinica! 
practice. Today, more than 
360,000 diabetics are 
enjoying the advantages of 
otal management, 


What has our experience 
taught us? What has Orinase 
meant to practicing 
physicians, to patients, to 
investigators? What can we 
expect of the future? = 


That is 
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BREAKTHROUGH /IN DIABETES 


When Orinase was first introduced, it was hailed primarily for the increased flexibility 
it lent to diabetic management, and for its patient benefits. The extensive experience of 
the past year has confirmed that Orinase is both well tolerated and effective in the majority 
of adult, stable diabetics. But we now know that the significance of Orinase goes even 
further. Indeed, the new light Orinase has shed on our understanding of diabetes makes its 
advent a breakthrough comparable to the discovery, in 1889, that the diabetes syndrome 
rapidly develops following removal of the pancreas, and to the isolation of insulin in 1921. 


Before Orinase, research in diabetes was moving ahead slowly. Pathogenesis of the disease 
remained an enigma, and the mechanism of insulin action continued to elude investiga- 
tors. Nor was any explanation forthcoming for the different types of diabetic syndromes, 
the progressive nature of the disease, or for the wide range of insulin requirements. 


Clinically, too, there was much to be desired: the lifelong regimen of daily injections, 
the rigid meal schedules, and, above all, the constant threat of hypoglycemia. To the 
patient, these meant a life centered around his disease; to the physician, the ever-present 
danger of complications. 


And now, what are the circumstances one year after the introduction of Orinase? In 
briefest summary, this is where the evidence points: 


Diabetes mellitus does not appear to be a single pathological entity. There are several types of 
diabetic disorders. The most common is “Orinase-positive” diabetes, in which administration 
of Orinase induces release and utilization of the patient’s endogenous insulin. 


In “Orinase-positive” diabetics, Orinase may achieve better control than injections of exoge- 
nous insulin. 
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NUMBER OF PATIENTS ON ORINASE: 


CRITERIA OF PATIENT SELECTION: 


INCIDENCE OF SIDE EFFECTS: 


(transitory skin rash, nausea, etc.) 


TOXICITY: 
ESSENTIAL CONDITION 


FOR RESPONSE TO ORINASE: 


PRIMARY MODE OF ACTION OF ORINASE: 


CONTRAINDICATIONS: 


ONE YEAR AGO-1957 


Orinase was officially released for prescriptiop 
on June 3, 1957. Prior to its release, 

it had been thoroughly and painstakingly 
tested in more than 20,000 patients. 


20,000 


Adult, stable diabetes 
(onset around 40 years of age) 


Only 3% 


Functional pancreas 


Unknown 


Juvenile diabetes... brittle diabetes... 
history of coma, acidosis, or ketosis 

... infections and major surgical 
operations...severe trauma...gangrene... 
diabetes adequately controlled by diet 
alone. 
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ONE YEAR LATER-1958 


Today, Orinase is a routine therapeutic agent in the 

management of hundreds of thousands of diabetics. Numerous 
clinical observations confirm its efficacy and have 

brought to light many new additional benefits of Orinase therapy. 


Over 300,000 


Age: 40+ (at onset) 

Insulin: 40— (daily requirements) 

These are typical criteria for the candidate most likely to respond to Orinase. 
However, diabetics with an earlier development of the disease also 

deserve acareful trial with Orinase, because Orinase has been found effective 


in many of the 20 to 40 age-of-onset diabetics. 


Approximately 3% (side eflects continue to be mild and transitory — 
drug withdrawn for these effects in only 1.6%) 


None 


Functional beta cells of the pancreas 


In the presence of a functional pancreas, Orinase etfects the production 
and utilization of native insulin via normal channels. 


Juvenile diabetes... brittle diabetes ... history of coma, acidosis, 
or ketosis... infections and major surgical operations...severe trauma... 
gangrene . .. diabetes adequately controlled by dietary restriction alone. 
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Objective 


Intensive diabetic research, stimulated by the introduction of Orinase, has led 
many investigators to revise the very concept of diabetes as a single clinical 
entity, and to coin the term “Orinase-positive” diabetes. Oral therapy of “Orinase- 
positive” diabetics presents the following advantages: 


Better control of diabetes 

Orinase-responsive patients show more stable blood sugar levels and less glycosuria on Orinase than 
on insulin. Because Orinase acts via endogenous insulin, daily control of diabetes is smoother; ‘‘peaks 
and valleys’’ typical of exogenous insulin are leveled out. 


Greater freedom from hypoglycemia 


Patients on Orinase rarely experience hypoglycemic reactions. Even when hypoglycemia does occur, 
it is milder and more amenable to therapy than insulin (hypoglycemic) reactions. 


Side effects—few and minor 

Side effects attributable to Orinase occur in about 3% of cases, and only half of these necessitate 
withdrawal of Orinase. Most common are skin rashes or mild gastrointestinal upsets. Careful obser- 
vations of large series of patients maintained on Orinase for more than two years revealed no damage 
to the liver, blood, kidneys, or pancreas. Orinase is not goitrogenic. 


Painless management of diabetes 
Simple, easy, oral administration eliminates subcutaneous fat atrophy and frequent allergic reactions 
to insulin. 


Virtually no increase in insulin requirements 
Even after prolonged Orinase therapy, patients scarcely ever show any increase in insulin require- 
ments. In fact, such increase on Orinase is less common than on insulin. 


No impairment of diabetic status 
Orinase therapy does not aggravate the underlying diabetic pathology. In some cases, there may be 
an actual improvement or even a remission. 
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NO OBSERVED LIVER DAMAGE 


NO EVIDENCE OF BLOOD CHANGE BETA CELL FUNCTION UNIMPAIRED 
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GREATER FREEDOM FROM HYPOGLYCEMIA | ee 


The extreme satisfaction of patients whose conditions are now controlled 


with tolbutamide is immeasurable.” Breneman, J. C.: J.A.M.A. 164:627 (June 8) 1957. 


ORINASE HELPS CORRECT MAJOR DISLOCATIONS IN THE LIFE PATTERN OF DIABETICS 


Orinase tends to restore emotional balance 

Diagnosis of diabetes, usually coming late in life and carrying with it a long sentence of daily fear and 
anxiety, profoundly upsets the emotional balance of the average patient. Adjustment to radical changes 
in daily living is difficult. Daily injections, special meal schedules, and new limitations on activities 
make the patient feel ‘‘set apart.’’ Oral therapy simplifies life, brings it closer to normal, helps restore 
a cheerful, hopeful outlook. 


Sense of personal freedom regained on Orinase 
No longer tied toa refrigerator, sterilizing apparatus, nearest restaurant, and rigid schedules, a diabetic 
on Orinase can enjoy travel and a variety of personal activities. 


Orinase makes diabetes easier on the patient’s family 
With no dependence on members of the family for diabetic care, the patient can resume a more normal 
place in the family circle. 


Orinase permits occupational continuity 

Because of the hazards of hypoglycemic shock, some diabetics are forced to give up their customary 
occupations, or must limit and curtail their working hours—as may be the case with traveling salesmen, 
business executives, and others with unpredictable work schedules. On Orinase, patients usually can 


continue their normal occupations. 


Normal social life made possible by Orinase 
“Orinase-positive” diabetics can visit their friends, without the embarrassing necessity of meals at 
special hours...can participate in community life and social events in a more normal fashion. 


Stability and sense of well-being on Orinase 


Patients report an increased sense of stability and well-being...they are less irritable...their mood 
and outlook are improved. 
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RETIRED BUSINESSMAN GRANDMOTHER 
Easier on the Patient’s Family Restored Emotional Balance 


bi 


SCHOOLTEACHER NEWSPAPERMAN 
Sense of Personal Freedom Occupational Continuity 
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THE 
ORINASE 
EPOCH 


BREAKTHROUGH FOR THE PATIENT 


A more normal, more secure life for the majority of diabetics. 


BREAKTHROUGH FOR THE PHYSICIAN 


Smooth control, relatively free from the danger of hypoglycemic shock. 


BREAKTHROUGH FOR METABOLIC INVESTIGATORS 


New stimulus and new evidence in searching for the final 
answers to diabetes. 
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X-RAYS 
SHOW 


HOW ONE 
PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release medication in the 
digestive tract. So that the prolonged erosion of the Lontab core could 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 
mg. of a radiopaque substance in place of Pyribenzamine. 
With its unique formulation, the Pyribenzamine 
Lontab not only relieves allergy symptoms 
promptly, but sustains relief as long as 12 hours. 


Special outer shell releases 33 mg. Pyribenzamine 

hydrochloride within 10 minutes. 

Unique core releases approximately 18 mg. Pyri- 

benzamine hydrochloride the Ist hour, approxi- 

mately 50 mg. from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 


NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hyd ( ine hydrochlorid: ciBa) 
LONTABS® (long-acting tablets CIBA) 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 
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just two tablets 
at bedtime 


for gratifying 


rauwolfia response with 


virtually no serious side actions 
Rauwiloid® 


(Alseroxylon) 


LOS ANGELES 
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FROM THE WASHINGTON OFFICE OF 


Health Bills Enacted by 
85th Congress . . 

Ban on Airmailing of 
Vaccines Proposed . . 
Doctor Draft Use Seen 
Possible . . 

U.S. Studies Soviet 

Social Security . . 

Atomic Energy Conference 
at Geneva . . 


SUMMARY OF HEALTH BILLS ENACTED 
BY 85TH CONGRESS 


The 85th Congress, which is now part of history, 
wrote into law an impressive number of health 
measures and set the stage for consideration by 
members of the 86th Congress of even more med- 
ical bills. A list of some of the more important 
laws passed during the second session follows. 

Medicare Appropriations.—Congress, which nor- 
mally looks with favor on generous spending in the 
health field, heeded its Appropriations Committee 
and directed the Defense Department to start econ- 
omies aimed at reducing use of civilian facilities 
for military dependents and channeling more pa- 
tients to the military. The theory is that spending 
for the long pull thus will be reduced. Reasoning 
is also based on the premise—which is challenged 
by the Budget Bureau and the American Medical 
Association—that daily hospital costs in the military 
are way below that of civilian facilities. 

Social Security Amendments.—Liberalizations 
again were voted in the social security law. OASI 
benefits are raised by 7%, public assistance pay- 
ments, including medical payments, are increased 
by another 197 million dollars, and the states are 
ziven greater flexibility in using federal funds for 
stad a medical care of the indigent aged, blind, 
disabled, and dependent children. To finance all 
this, the taxable income base was raised from $4,200 
to $4,800 and the tax increased next year for the 
employer and employee from 2.25 to 2.5%, and for 
the self-employed from 3.375 to 3.75%. Progressive 
increases are provided through 1969. 

Health Appropriations.—New records in funds 
voted for medical research, and other health pro- 
grams of the Public Health Service, were set in the 
second session. The PHS now is spending at the rate 
of 745 million dollars a year compared with 562 
million last year. The National Institutes of Health 
received nearly 40% more than last year, while the 
Hill-Burton hospital program was boosted by near- 
ly 55%. 


THE AMERICAN MEDICAL ASSOCIATION 


White House Conference on Aging.—The Presi- 
dent is directed to call a national White House 
conference on aging in January, 1961. The law pro- 
vides for the calling together of federal, state, and 
local leaders in problems of the aged to arrive at 
facts and recommendations for improving the con- 
ditions of older people, including medical care. A 
series of state-sponsored aging conferences would 
precede the 1961 meeting in Washington. 

Hill-Burton Amendments.—The Hill-Burton pro- 
gram was extended another five years beyond next 
July, and it was amended to allow for the first time 
for loans as well as grants for hospital and related 
facilities construction. 

Research Facilities Extension.—The Health Re- 
search Facilities Act under which medical schools 
and others doing research in crippling and killing 
diseases have built some 60 million dollars worth of 
laboratory facilities was extended another three 
years beyond next July. 

Defense Reorganization—The Defense Depart- 
ment is reorganizing and planning to cut back bs at 
least one the number of assistant secretaries. The 
post scheduled for abolishment is that of Assistant 
Secretary for Health and Medical Affairs. It would 
be downgraded to special assistant to the secretary. 

Public Health School Grants.—Schools of public 
health could receive a total of one million dollars 
in federal grants to assist them in professional train- 
ing and specialized consultative services. Efforts 
were made to provide funds in a supplemental ap- 
propriation, but this failed in the closing days. 

Federal Aviation Agency.—Congress established 
a new Federal Aviation Agency which takes in the 
Civil Aeronautics Administration. While it made no 
statutory provision for a Civil Air Surgeon, the 
administration has assured that the needs of civil 
aviation medicine will be taken into account in the 
organization of the new agency. 

Military and VA Pay.—Doctors in the armed 
services received pay increases, as did all other 
military personnel; the law also retained the incen- 
tive pay which has been in effect since 1947. Salary 
increases also were voted in a separate law for Vet- 
erans Administration doctors; Gongress rejected a 
provision that would have given optometrists the 
same professional status as physicians and dentists. 


PROPOSED BAN ON AIRMAIL SHIPMENT 
OF BACTERIAL AGENTS 


The U. S. Post Office Department is proposing to 
ban airmail shipment of etiological agents such as 
bacteriological and viral agents and vaccines and 
serums. Some carriers, according to the agency, are 
apprehensive over carrying virus material and have 
expressed concern for the safety of their passengers. 
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buccal tablets 
for 
angina pectoris 


“Nitroglycerin and erythrol tetranitrate when admin- 
istered sublingually are among the most effective of all 
prophylactic agents available for the treatment of 
patients with angina pectoris. The comparatively 
prolonged duration of action of erythrol tetranitrate 
makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


‘Cardilate’ brand Erythrol Tetranitrate 
Buccal Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 


J.A.M.A., Sept. 6, 1958 


Several years ago a vial of poliomyelitis virus 
broke on an airplane, producing adverse reaction, 
Post Office sources stated. The request for the 
ruling came through the Air Transport Association. 

The proposed rule, published recently in the 
Federal Register, may be commented on by various 
groups by writing to Edwin A. Riley, director of 
postal services division, Bureau of Operations, Post 
Office Department, Washington 25, D. C. State- 
ments should be received prior to Sept. 22. 

Public Health Service officials, meanwhile, point 
out that they have been experimenting with new 
and safer packaging of such agents and that they 
believe air shipments would be quite safe with 
the adoption of the new packaging standards. 

Pharmaceuticals and medical authorities view the 
Post Office proposal as one that would seriously 
hamper nolidine because so many of today’s 
etiological materials must be moved swiftly by air. 
The Defense Department and other federal agen- 
cies concerned are meeting on the problems posed 
by the suggested ruling. 


USE OF DOCTOR DRAFT FORESEEN BY 
DEFENSE DEPARTMENT 


Unless there is a pickup in number of intern vol- 
unteers for the Berry plan program, the Defense 
Department in all likelihood will have to ask the 
Selective Service to use the doctor draft to meet 
its requirements starting in July. 

The Defense Department reports a steady decline 
in applications of interns to serve on active duty 
with the armed services after next July 1, when they 
have finished either their internships or residencies. 
The services need 1,000 intern volunteers to insure 
enough doctors by the middle of 1959. But of the 
5,400 interns liable for service and who had been 
notified of their status, only 250 had applied up to 
the middle of August. 

The service also needs 800 applicants for resi- 
dency deferment under the plan, but only 300 have 
responded. Unless there is a marked increase in 
applications, the services face a serious deficit of 
doctors for active duty in the months after next 
June. 

There have been no draft calls under the doctor 
draft act (which expires next June) for nearly two 
years. However, the Defense Department expects 
to ask Congress to extend the law. The department 
is still hopeful that it can meet its doctor require- 
ments through voluntary means, because experience 
has shown that drafting of physicians is disruptive 
of hospitals, residency training, and personal lives 
of doctors. 


U. S. OFFICIALS STUDYING SOVIET 
SOCIAL SECURITY 


Social Security Commissioner Charles Schottland 
and four of his aides are on a month’s tour of the 
Soviet Union for the purpose of studying its social 
security systems. Later a similar team from Russia 
will visit this country for the same purpose. It is 
another in the series of exchanges between the two 
nations that were worked out last winter in a for- 
mal agreement. 

The Department of Health, Education, and Wel- 
fare announcement said that the group will study 
old-age pensions, disability pensions, vocational re- 
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habilitation, provisions for the care of children of 
working mothers, sanatoriums and rest homes, care 
of the aged, care of children away from their 
homes, youth groups, and related programs. 
Comments HEW: “The United States team hopes 
to bring back, through first-hand observation, more 
specific information about the welfare programs in 
the U. S. S. R.” The HEW also explained that the 
exchange of officials stemmed from a meeting last 
fall, in Rome, of the International Social Security 
Association, of which Mr. Schottland is a member 
of the executive committee. The Russian delegate 
initiated discussions which led to the current tour. 
Other members of the delegation are Victor 
Christgau, director, Bureau of Old Age and Sur- 
vivors Insurance; Robert J. Myers, chief actuary, 
Social Security Administration; Corinne H. Wolfe, 
chief, division of technical training, Bureau of Pub- 
lic Assistance, and Arthur E. Hess, assistant director 
of Bureau of OASI. 


ATOMIC ENERGY CONFERENCE 
AT GENEVA 


The United States is participating in a major 
way at the second annual International Conference 
on the Peaceful Uses of Atomic Energy now under- 
way at Geneva. “Never before in history,” says the 
Atomic Energy Commission, “has the United States 
participated on so broad a scale in an international 
conference.” 

The U. S. delegation is made up of Lewis L. 
Strauss, former chairman of the AEC; James R. 
Killian Jr., president of Massachusetts Institute of 
Technology, Williard Frank Libby, member of the 
AEC; Robert McKinney, permanent U. S. repre- 
sentative to the International Atomic Energy 
Agency; and Isador I. Rabi, Columbia University 
scientist. 

More than 700 papers are being presented by this 
country; about 200 are oral presentations; the re- 
mainder will appear in the printed procedure. The 
U. S. exhibit covers about 36,000 sq. ft. of space, 
divided into four major sections—basic sciences, life 
sciences, fission reactors, and controlled fusion re- 
search. A total of 44 films on many aspects of atomic 
energy use are available at the meeting. 

Major subjects under consideration by the dele- 
gates are radio isotopes, health and safety prob- 
lems, chemistry, nuclear reactors, and nuclear 
fusion. 

More than 40 private American industrial firms 
are taking part in the commercial exhibit being held 
at the same time in Geneva. They are displaying 
atomic energy equipment, components, products, 
and services that are now available on the open 
market. 


MISCELLANY 


A system for storing molds used in making ear 
inserts for hearing aids at Walter Reed Army 
Medical Center has resulted in a saving of $13,320 
for the government. Ransom L. Currens of the 
Audiology and Speech Center devised a plan for 
cataloguing and saving the plaster molds of ear 
impressions for future use. Prior to adoption of the 
“library” it was necessary for a patient to return 
for replacement of the ear insert. 


buccal tablets 
for 
angina pectoris 


Buccal administration obviates inactivation of nitrites 
in gastrointestinal tract. 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Buccal Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC. 


Tuckahoe, N. Y. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. ©. |. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
September 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Sheraton-Biltmore Hotel, 
Providence, R.I., Sept. 25-27. Dr. Raymond R. Rembolt, University 
Hospitals, Iowa City, Ia., Secretary. 

American or Puysic1ans, Mid-West Regional Meeting, Mil- 
waukee, Wis., Sept. 27. Dr. Joseph F. Rastetter, Milwaukee General 
Hosp., Milwaukee 13, General Chairman. 

AMERICAN Fracture Association, Skirvin Hotel, Oklahoma City, Okla., 
Sept. 29-Oct. 4. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloom- 
ington, IIl., Secretary. 

AMERICAN Mepitcat Writers’ Association, Hotel Morrison, Chicago, 
Sept. 26-27. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN ROENTGEN Ray Society, Shoreham Hotel, Washington, D. C., 
Sept. 27-Oct. 3. Dr. C. Allen Good, 200, Ist St., S. W., Rochester, Minn., 
Secretary. 

Cotorapo State Mepicar Society, Broadmoor Hotel, Colorado Springs, 
Sept. 24-27. Mr. Harvey T. Sethman, 1612 Tremont Place, Denver 2, 
Executive Secretary. 

Kansas City Soutawest Society, Municipal Auditorium, Kan- 
sas City, Mo., Sept. 22-25. Mr. A. L. Bingham, 3036 Gillham Rd., 
Kansas City 8, Mo., Executive Secretary. 

Kentucky State Mepicat Association, Brown Hotel, Louisville, Sept. 
23-25. Mr. J. P. Sanford, 1169 Eastern Parkway, Louisville 17, Execu- 
tive Secretary. 

MARYLAND, MEDICAL & CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Md., Sept. 12. Mr. John Sargeant, 1211 
Cathedral St., Baltimore 1, Executive Secretary. 

MicnuiGAN State Mepicat Socrety, Sheraton-Cadillac Hotel, Detroit, 
Sept. 30-Oct. 3. Dr. L. Fernald Foster, 606 Townsend St., P.O. Box 
539, Lansing, Mich., Secretary. 

Mississipp1 VALLEY Mepicat Socrety, Morrison Hotel, Chicago, Sept. 
24-26. Dr. Harold Swanberg, 510 Main St., Quincy, Ill, Secretary. 
MonTaNA Mepicat Assoc1aTion, Northern Hotel, Billings, Sept. 11-13. 
Mr. L. R. Hegland, P.O. Box 1692, Billings, Executive Secretary. 
Nevapa Mepicat AssociaTIon, Elko, Sept. 17-20. Mr. Nelson B. 

Neff, P.O. Box 188, Reno, Executive Secretary. 

New Hampsuire Mepicat Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 19-22. Mr. Hamilton S. Putnam, 18 School St., Concord, 
Executive Secretary. 

NORTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Equinox 
House, Manchester, Vt., Sept. 12-13. Dr. F. O. Harbach, 831 James St., 
Syracuse, N. Y., Secretary. 

TENNESSEE VALLEY MepicaL AssEMBLY, Read House, Chattanooga, Tenn., 
Sept. 29-30. Dr. Harry A. Stone, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secretary. 

Texas AcApEMY or GENERAL Practice, San Antonio, Tex., Sept. 22-24. 
Mr. Donald C. Jackson, 1905 N. Lamar, Austin, Tex., Executive Secretary. 

Tri-State Society, Shreveport, La., Sept. 18. Dr. J. C. Sanders, 
Sanders Clinic, Kings Highway, Shreveport, La., Secretary. 

Uran STATE MEDICAL Associ1aTIoNn, Hotel Utah, Salt Lake City, Sept. 9-12. 
Mr. Harold Bowman, 42 S. Fifth East St., Salt Lake City 2, Executive 
Secretary. 

VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Sept. 20-22. Mr. Getty Page, 128 Merchants Row, Rutland, Vt., 
Executive Secretary. 

WASHINGTON STATE MepicaL Association, Davenport Hotel, Spokane, 
Sept. 14-17. Mr. Ralph W. Neill, 1309 7th Ave., Seattle, Executive 
Secretary. 

October 

AcADEMY OF PsycHosoMatTic MEDICINE, Park Sheraton Hotel, New York, 
Oct. 9-11. For information write: Dr. Bertram B. Moss, Suite 1035, 55 
E. Washington St., Chicago 2. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bidg., 
Rochester, Minn., Secretary. 

AMERICAN ACADEMY oF Pep1aTrics, Palmer House, Chicago, Oct. 20-23. 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MepIcaAL CLuinics, Palace Hotel, San Francisco, 
Oct. 2-4. Dr. John R. Hand, 1216 Southwest Yamhill St., Portland, 
Ore., Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Recorp LipRaARiANs, Statler Hotel, 
Boston, Oct. 13-16. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN ASSOCIATION OF PuBLIC HEALTH Puysicians, St. Louis, Oct. 
27-31. Dr. Joseph M. Bistowish, P.O. Box 1117, Tallahassee, Fla., 
Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, Chi- 
cago, Oct. 2-4. Dr. William T. Fitts, Jr., 3400 Spruce St., Philadelphia 4, 
Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, Otesaga Hotel, 
Cooperstown, N. Y., Oct. 9-11. Dr. Marshall N, Fulton, 124 Waterman 
St., Providence 6, R.I., Secretary. 

AMERICAN COLLEGE oF GASTROENTEROLOGY, Jung Hotel, New Orleans, 
Oct. 19-25. Mr. Daniel Weiss, 33 W. 60th St., New York 23, Executive 
Secretary. 

AmeRICAN COLLEGE oF SuRGEONS, Conrad Hilton, Chicago, Oct. 6-10. 
Dr. Michael L. Mason, 40 E. Erie St., Chicago, Secretary. 


J.A.M.A., Sept. 6, 1958 


AMERICAN Dietetic AssociaTIon, Bellevue-Stratford Hotel, Philadelphia, 
Oct. 21-24. Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, 
Executive Secretary. 

AMERICAN HEART AssociaTIoNn, Fairmont Hotel, San Francisco, Oct. 24-28. 
Mr. John D. Brundage, 44 E. 23d St., New York 10, Secretary. 

AMERICAN OTORHINOLOGIC SocreTY FOR PLastic SURGERY, Conrad Hilton 
Hotel, Chicago, Oct. 12. Dr. Joseph G. Gilbert, 75 Barberry Lane, Roslyn 
Heights, N. Y., Secretary. 

AMERICAN Pusiic HEALTH AssociATION, Kiel Auditorium, St. Louis, Oct. 
27-31. Dr. Berwyn F. Mattison, 1790 Broadway, New York 19, Secretary. 

AMERICAN ScHOOL HEALTH AssociaATION, St. Louis, Oct. 26-31. Dr. A. O. 
DeWeese, 515 E. Main St., Kent, Ohio, Secretary. 

AMERICAN SocIETY OF ANESTHESIOLOGISTS, Penn-Sheraton Hotel, Pitts- 
burgh, Oct. 19-24. Dr. J. Earl Remlinger, 802 Ashland Ave., Wilmette, 
lll., Secretary. 

AMERICAN Society OF PLASTIC AND RECONSTRUCTIVE SURGERY, Drake 
Hotel, Chicago, Oct. 12-17. Dr. Kenneth L. Pickrell, Duke Univ. Hosp., 
Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Whit- 
comb, San Francisco, Oct. 24-26. Dr. O. J. Pollak, P. O. Box 228, Dover, 
Del., Secretary. 

ASSOCIATION OF AMERICAN MEpIcAL CoLLEecEs, Ocean House, Swampscott, 
Mass., Oct. 13-15. Dr. Richard H. Young, 303 E. Chicago Ave., Chi- 
cago, Secretary. 

ASSOCIATION OF LirFE INSURANCE MEDICAL Directors OF AMERICA, Statler 
Hotel, Hartford, Conn., Oct. 22-24. Dr. Royal S. Schaaf, P. O. Box 594. 
Newark 1, N. J., Secretary. 

AssociaTION OF MepicaL ILLustrRAtToRS, Adolphus Hotel, Dallas, Tex., 
Oct. 6-8, Miss Rose M. Reynolds, 42d & Dewey Ave., Omaha 5, Sec- 
retary. 

ASSOCIATION OF STATE & TERRITORIAL HEALTH Orricers, Hote] Wash- 
ington, Washington, D. C., Oct. 22-24. Dr. Mack I. Stanholtz, State 
Office Bidg., Richmond, Va., Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Hotel 
Leamington, Minneapolis, Oct. 2-4. Dr. Edwin J. DeCosta, 104 S. Michi- 
gan Ave., Chicago 3, Secretary. 

CentraAL NEUROPSYCHIATRIC ASSOCIATION, Deshler Hilton Hotel, Colum- 
bus, O., Oct. 17-18. Dr. Ralph M. Patterson, Ohio State Univ., College 
of Med., Columbus 10, O., Secretary. 

Centrat Society ror REsearcn, Drake Hotel, Chicago, Oct. 
31-Nov. 1. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, 
Secretary. 

Curnicat Ortnopaepic Society, Brown Palace Hotel, Denver, Oct. 2-4. 
Dr. Charies H. Franz, 1801 Wealthy St. S. E., Grand Rapids, Mich., 
Secretary. 

Concress OF NEUROLOGICAL SuRGEONS, St. Francis Hotel, San Francisco, 
Oct. 29-Nov. 1. Dr. Richard L. DeSaussure, 899 Madison Ave., Mem- 
phis, Tenn., Secretary. 

Eastern Psycuiatric RESEARCH AssociaTIon, INc., Brooklyn State Hosp., 
Brooklyn, N. Y., Oct. 23-24. For information write: Dr. David J. 
Impastato, 40 Fifth Ave., New York. 

Society, Pensacola, Fla., Oct. 23-24. Dr. J. J. 
Baehr, Jr., 117 N. Palafox St., Pensacola, Fla., Secretary. 

INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
13-15. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford, 
Philadelphia, Oct. 12-17. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Executive Director. 

MepicaL Society or Viacinia, Hotel Jefferson, Richmond, Oct. 12-15. 
Mr. Robert I. Howard, 1105 W. Franklin St., Richmond 20, Executive 
Secretary. 

MississipPt VALLEY CONFERENCE ON TUBERCULOSIS, Biltmore Hotel, Day- 
ton, Ohio, Oct. 15-18. Mrs. Augustus K. Maxwell, 1412 W. Washington 
Blvd., Chicago 7, Secretary. 

NATIONAL ProcToLocic AssociaATION, Hamilton Hotel, Chicago, Oct., 
Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Secretary. 

NortH Centra Mepicat ConFrerence, Hotel Leamington, Minneapolis, 
Oct. 11-12. Mr. R. R. Rosell, 496 Lowry Medical Arts Building, 
St. Paul 2, Minn., Secretary. 

Oxvanoma City Society, Biltmore Hotel, Oklahoma City, Okla., 
Oct. 27-29. Mrs. Alma O’Donnell, 503 Medical Arts Bldg., Oklahoma 
City, Okla., Executive Secretary. 

SOUTHWESTERN MepicaL Association, Pioneer Hotel, Tucson, Ariz., Oct. 
23-25. Dr. Russell L. Deter, 1501 Arizona St., El Paso, Tex., Secretary. 

WesTERN INDusTRIAL MeEpicaAL Association, San Francisco, Oct., Dr. 
A. C. Remington, 9851 Sepulveda Blvd., Los Angeles 45, Secretary. 

WestTeERN OntHOPEDIC AssociATION, Multnomah Hotel, Portland, Ore., 
Oct. 22-25. Dr. Eldon G. Chuinard, 1922 N. W. Johnson, Portland 9, 
Ore., Secretary. 

November 


AMERICAN ASSOCIATION OF BLOop Banks, Netherlands Plaza Hotel, Cin- 
cinnati, Nov. 20-22. Dr. John B. Alsever, 1211 W. Washington, Phoenix, 
Ariz., Secretary. 

AMERICAN COLLEGE OF CarpioLocy, INTERIM MEETING, Jung Hotel, New 
Orleans, La., Nov. 20-22. Dr. Philip Reichert, Empire State Bldg., New 
York 1, Secretary. 

AMERICAN DentTAL AssociaT10on, Memorial Auditorium, Dallas, Tex., Nov. 
10-13..Dr. Harold Hillenbrand, 222 E. Superior St., Chicago 11, General 
Secretary. 

AMERICAN SocreTy oF CLINICAL PaTHOLocists, Congress Hotel, Chicago, 
Nov. 2-8. Dr. Clyde G. Culbertson, Indiana Univ. Med. Center, West 
Michigan St., Indianapolis, Secretary. 

AMERICAN SocreTy oF TropicaAL MEDICINE aND Hotel Deau- 
ville, Miami Beach, Fla., Nov. 4-7. Dr. R. B. Hill, 3575 St. Gaudens Rd., 
Miami 33, Fla. 

AssociATION OF Mixrrary SuRGEONS OF THE U. S., Hotel Statler, Wash- 
ington, D. C., Nov. 17-19. Col. Robert E. Bitner, 1726 Eye St., N. W., 
Washington 6, D. C., Secretary. 


(Continued on page 34) 
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RREST 
THE ANAIETY 
REAKDO 


without affecting autonomic function 


a relieves anxiety and tension 

a aids recovery from acute cardiac episodes 

a makes patients more amenable to necessary 
limitations of activities 

a does not interfere with other drug therapy 

gw does not mask toxicity of other drugs 


® 
SUPPLIED: 400 me. scored tablets, 
200 mg. sugar-coated tablets. 


dicarb 


The original meprobamate, discovered and introduced by 
@ WALLACE LABORATORIES, New Brunswick, New Jersey 
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MEETINGS 


Foster’ sesreases 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate.) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones, 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., Sept. 6, 1958 


CoLLEGE OF AMERICAN PATHOLOGISTS, Congress Hotel, Chicago, Nov. 1-5. 
Dr. A. H. Dearing, Prudential Plaza, Suite 2115, Chicago 1, Executive 
Secretary. 

District or CotumsBi1a, Mepicat Socrety or THE, 1718 M St., N. W., 
Washington, Nov. 24-26, Mr. Hheodore Wiprud, 1718 M St., N. W., 
Washington 6, Secretary. 

Bellevue-Stratford Hotel, Philadelphia, Nov. 
6-8. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

IntER-Society CytoLtocy Councii, Hotel Statler, New York, Nov. 13-15. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

InTeERSTATE Post GrapUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Cleveland, Nov. 10-13. Dr. Erwin R. Schmidt, Box 1109, Madison 1, 
Wis., Secretary. 

MicniGAN ACADEMY OF GENERAL Practice, Sheraton-Cadillac Hotel, 
Detroit, Nov. 12-13. Dr. F. P. Rhoades, 970 Maccabees Bldg., Detroit 2, 
Convention Manager. 

NaTionaL Society ror CrippLep CHILpREN & ApvuLTs, Statler Hilton 
Hotel, Dallas, Tex., Nov. 16-20. Miss Catharine Bauer, 11 S. LaSalle St., 
Chicago 3, Director of Information. 

New ENGLAND PostGRADUATE ASSEMBLY, Statler Hotel, Boston, Nov. 4-6. 
Mr. Robert S. Boyd, Massachusetts Medical Society, 22 The Fenway, 
Boston 15, Executive Secretary. 

Omana Mipwest Curnicar Society, Sheraton-Fontenelle Hotel, Omaha, 
Nov. 3-6. Dr. Payson Adams, 1031 Medical Arts Bldg., Omaha 2, 
Secretary. 

Puerto Rico Mepicat AssociaTiIon, Santurce, P. R., Nov. 18-22. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, P. R., Executive Secretary. 

Socrery or Nortn America, Palmer House, Chicago, 
Nov. 16-21. Dr. Donald §S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary. 

SouTHERN MeEpicaL Association, New Orleans, Nov. 3-6. Mr. V. O. 
Foster, 1020 Empire Bldg., Birmingham 3, Ala., Executive Secretary. 
Unrrep STATES SECTION, INTERNATIONAL COLLEGE OF SURGEONS, MID- 
ATLANTIC REGIONAL MEETING, The Homestead, Hot Springs, Va., Nov. 
17-18. For information address: Dr. Elbryne G. Gill, 711 Jefferson St., S., 

Roanoke 13, Va. 

WeEsTERN SurnGicAL Association, Kahler Hotel, Rochester, Minn., Nov. 
20-22. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 

December 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN MEDICAL Association, MEETING, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. George F. Lull, 535 N. Dearborn St., Chi- 
cago 10, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West Forum on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec. 6-7. 
Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., General 
Chairman. 

SouTHERN SuRGICAL AssociaTION, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 
1959 
January 


AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 
11, Secretary. 

AMERICAN ProrestTant Hosprtrat AssociaTION, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
1nG, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

Rocky Mountain TRAUMATIC SuRGICAL AssociATION, Aspen, Colo., Jan. 
25-29. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif. 
Secretary. 

Western Socrety ror CurnicaL Researcu, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 


AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF OcCUPATIONAL Mepricine, Boston, Feb. 11-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 
AMERICAN COLLEGE OF RapioLocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 
Mepicar Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 
March 


AvaskaA TERRITORIAL MepicaL Association, Baranof Hotel, Juneau, 
Mar. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 
AMERICAN BronCHO-EsOPHAGOLOGICAL AssociATION, The Homestead, 

Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 
AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 
AMERICAN LARYNGOLOGICAL AssociIATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 


(Continued on page 36) 
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HYPERTENSIVE...ycz controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. It virtually 
produces “no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.'” Ravvera therapy can be 
continued over long periods of time. 


“subjective relief...even more so” 


Alseroxylon and alkavervir ‘“‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.® Anxiety and 
tension are relieved...pulse rate 
slowed...such symptoms as ‘“‘heart 
consciousness,” tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAUVE RA’ 


Each scored tablet of Rauvera contains 1 mg. purified Rauwolfia serpentina 
alkaloids (alseroxylon) and 3 mg. alkavervir, biologically standardized. 


1. Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. $0:242, 1956. 3. Gilchrist, A. R.: Brit. M. J. No. I1:1011, 1956, 


SMITH-DORSEY -: a division of The Wander Company + Lincoln, Nebraska 
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MEETINGS 


RERS 


get greater relief* 
with 


histine 


than with 
antihistamines alone 


*greater relief... because a 
distinctly additive action is 
obtained by combining a 
sympathomimetic with an 
antihistaminic drug. 


continuous-acting tablets 


for continuous relief 


For day-long or night-long relief, 

1 dose of 2 tablets (1 tablet for 

mild cases and children). 

Each LP Tablet Contains: 

Phenylephrine hydrochloride 
Chlorprophenpyridamine maleate... 4 mg. 
Supplied in bottles of 50 tablets. 
{Trademark 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


J.A.M.A., Sept. 6, 1958 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC AssociATION, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN OroLocicaL Society, The Homestead, Hot Springs, Va., Mar. 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

MicHIGAN ACADEMY oF GENERAL Practice, Post-GrapuATE CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 5. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

Nationa Heattn Palmer House, Chicago, Mar. 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NATIONAL MULTIPLE SCLEROSIS SocrETY, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SuRGICAL ConcGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3, 
Ga., Secretary. 

SouTHWESTERN SuRGIcAL Concress, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. 1. Dr. C. M. O’Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 

April 

MepicaL Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11, Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEuROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RAtLWAy SurcEons, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEopLAstTic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St. 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St,. Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE oF Puysic1ans, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN GorrerR Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 149% Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PuysioLocicaL Society, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive 
Secretary. 

AMERICAN Psycutatric Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Rapium Society, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, 321 Robin Hood Dr., N. E., Atlanta, Ga., Secretary. 

AMERICAN Socrety OF CHemists, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN Socrety ror EXPERIMENTAL PatHOLocy, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN SocreTY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N. J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SocreTy FoR THE Stupy oF Steriity, Shelburne Hotel, At- 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssociaTION, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, Sec- 
retary. 

AMERICAN UROLOGICAL Association, Chalfonte-Haddon Hall, Atlantic 
City, N. J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

Arizona MeEpIcAL AssociaTion, San Marcos Hotel, Chandler, Apr. 28 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 

ARKANSAS MepicaL Socrety, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 

Hawau Mepicat Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 
S. Beretania St., Honolulu 13, Executive Secretary. 

InpusTRIAL Mepicat Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 


(Continued on page 40) 
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* COMFORT 


GREATER SEcuRITY 
* FLEXIBILITY 


The new line of Nalon Colostomy Appliances has been devel- 
oped from practical experience with colostomy patients. They 
provide lighter weight, easier assembly and simplify irrigation 
and disposal. 


Nalon Colostomy Appliances have a flexible body ring that per- 
mits full body movement and complete normal physical activity. 
The light-weight, flexible ring can be cemented to the skin —makes 

to meet every need: possible comfortable adhesion to the body and provides the colos- 
Nalon Appliance with disposable plastic bags—for tomy patient with greater comfort and security, particularly with 


immediate post-operative use, for additional the protective shield which may be used between irrigation periods. 
security in time of emergency 

compact shield for the patient with a traine ° 
colostomy Available at your 


Nalon Colostomy Irrigating Appliance—a complete j 
irrigating kit for daily colostomy irrigation surgical supply dealer RUBBER COMPANY 
Also available—Special Nalon Double Stoma Co- PROVIDENCE 2. ®. I. 
s lostomy Appliance and Colostomy Shield Appliance 


*All Nalon Colostomy Appliances feature the patented Nalon Colostomy ring-—light-weight, flexible, comfortable. Users report a ‘‘hardly-know-!’m-wearing-it” feeling! 
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diminishes ventilation 


Kenacort therapy improves ventilation and increases vital capacity.! Dyspnea and bronchospasm are gener- 
ally relieved within 48 hours and sibilant rales often disappear. As coughing and wheezing diminish your 
asthmatic patient will sleep more comfortably. 

Kenacort possesses potent antiallergic and anti-inflammatory properties. This means that the benefi‘s of 
improved pulmonary function and subjective well-being may be sustained on lower maintenance dosage 
than is possible with most other steroids. 

Kenacort is indicated in the treatment of asthma, allergies, arthritis and dermatoses — 


with a low incidence of gastric disturbance 1.258 
ee 3 without salt and water retention 24 
with no potassium loss 48 
7 : with no adverse effect on blood pressure 1.2.457 
on a low daily dosage range 157 


Squibb Triamcinolone 


Supply: Scored tablets of 1 mg. and 2 mg.—Bottles of 50. Scored tablets of 4 mg.—Bottles of 30 and 100. 


1. Sherwood, H., and Cooke, R.A.: J. Allergy 28:97 (March) 1957 2. Hartung, E.F.: J.A.M.A. 167:973 (June 21) 1958. 3. Boland, E.W.: 
Geriatrics 13:190 (March) 1958. 4. Hellman, L., and others: A.M.A. J. Dis. Child. 94:437 (Oct.) 1957. 5. Shelley, W.B.; Harun, J.S., and 
Pillsbury, D.M.: J.A.M.A. 167:959 (June 21) 1958. 6. Feinberg, S.M.; Feinberg, A.R., and Fisherman, E.W.: J.A.M.A. 167:58 (May 3) 
1958. 7. Friedlaender, S., and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 1958. 8. Dubois E.L.; J.A.M.A. 167:1590 


(July 26) 1958. 
Squibb Quality — the Priceless Ingredient 


MENACORT 18 A SQUIBB TRADEMARK 
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IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledy] relieves broncho- 
spasm, directly stimulates the respiratory center, increases vital capacity. After two weeks on a 
Choledyl regimen, patients usually display a marked reduction in wheezing and coughing...their 
breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 


provides long-term protection...with practically no gastrointestinal irritation. 


beiters breathing ...forestalls the crisis E DY 


Brand of 
oxtriphylline 


WARNER- 


A 
4 
q 
i 
é 


40 


Iowa STATE Mepicat Society, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MaryYLAND MEDICAL AND CHIRURGICAL FACULTY OF THE STATE oF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missouri STATE Mepicat Association, Kansas City, Apr. 5-8. Mr. T. R. 
O’Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NEBRASKA STATE MEDICAL AssociATIon, Hotel Paxton, Omaha, Apr. 27-30. 
Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

New Jersey, Mepica Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P.O. Box 904, Trenton, Executive 

Onto State Mepicat Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 
Officer. 

OKLAHOMA STATE MEDICAL ASSOCIATION, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P.O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

Society or NEUROLOGICAL SuRGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68t hSt., New York 21, Secretary. 

Sournwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 


INTERNATIONAL AND FOREIGN 


September 

CoLLecrum INTERNATIONAL NeEvRO-PsYCHOPHARMACOLOGICUM, Rome, 
Italy, Sept. 9-12. For information address: Dr. Herman C. B. Denber, 
Secretary, Manhattan State Hosp., Ward’s Island 35, New York, N. Y., 
U. S.A. 

INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLINDNESS, Brus- 
sels, Belgium, Sept. 8-15. Dr. J. P. Mailliart, 47 rue de Bellechasse, Paris 
7e, France, Secretary-General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HiIsTOPATHOLOGY, San 
Remo, Italy, Sept. 24-28. Dr. L. Gerson, 4 rue Pasquier, Paris 8e, France, 
Secretary-General. 

INTERNATIONAL CONGRESS OF BALNEOLOGY, Marianske Lazne, Marienbad, 
Czechoslovakia, Sept. 8-13. For information address: Secretary, Inter- 
national Congress of Balneology, Reznicka 5, Prague 2, Czechoslovakia. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Tokyo, Japan, 
Sept. 7-11. For information address: Prof. Andrew L. Banvai, Council on 
International Affairs, American College of Chest Physicians, 112 E. 
Chestnut St., Chicago, Ill., U.S. A. 

INTERNATIONAL CONGRESS ON THE History oF MEDICINE, Montpellier, 
France, Sept. 22-23. For information address: Dr. F. A. Sondervorst, 
124 Avenue des Allies, Louvain, Belgium. 

INTERNATIONAL CONGRESS OF HypDatTip Diseases, Beirut, Lebanon, Sept. 
20-22. For information address: Dr. Elias Sader, rue Ibrahim Ahdab, 
Beirut, Lebanon. 

INTERNATIONAL CONGRESS OF OPTHALMOLOGY, Brussels, Belgium, Sept. 
8-12. Prof. Jules Francois, 15 Place de Smet de Naeyer, Ghent, Belgium, 
Secretary-General. 

INTERNATIONAL SociETY OF BRONCHOESOPHAGOLOGY, Kyoto, Japan, Sept. 
12-15. Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40, Pa., 
A., Secretary. 

INTERNATIONAL Socrety OF Carp1oLocy, Brussels, Belgium, Sept. 14-21. 
Dr. F. van Dooren, 80 rue Mercelis, Brussels, Belgium, Secretary-General. 

INTERNATIONAL Socrety oF HEMATOLOGY, Rome, Italy, Sept. 7-13. Dr. 
Sol Heberman, 3500 Gaston Ave., Dallas, Tex., U.S. A., Secretary- 


General. 
October 


CANADIAN SOCIETY FOR THE StTupDy or Fertitity, London, Ont., Canada, 
Oct. 31-Nov. 1. Dr. Jean F. Campbell, 238 Queen’s Ave., London, Ont., 
Canada, Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Paris, France, Oct. 19-26. 
Dr. Samuel M. Feinberg, 303 E. Chicago Ave., Chicago 11, Ill, U.S. A., 
President. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Munich, Ger- 
many, Oct. For information address: Dr. Louis Grollet, 7, rue Gustave 
Nadaud, Paris 16, France. 

INTERNATIONAL CoNGRESS OF MeEpDICAL HyproLocy, Madrid, Spain, Oct. 
22-30. For information address: Dr. Francon, 55, rue des Mathurins, 
Paris 8, France. 

INTERNATIONAL SocreETY ON AvupDIOoLoGy, Padua, Italy, Oct. 2-5. Prof. 
Arslan, Clinique O. R. L., Universitaire, Padua, Italy. 

Latin AMERICAN CONGRESS ON MENTAL HEALTH, Lima, Peru, Oct. Dr. 
Baltazar Caravedo, Avenida del Golf 1040, San Isidro, Lima, Peru, 
Secretary-General. 


November 


MEDICAL CONFERENCE, British Colonial Hotel, Nassau, Bahamas, 
Nov. 28-Dec. 18. For information write: Dr. B. L. Frank, 23 E. 79th 
St., New York 21, New York, U.S.A. 

INTER-AMERICAN CONGRESS OF RaproLocy, Lima, Peru, Nov. 2-8. Dr. 
Jorge de la Flor, Hospital Arzobispo, Loayza, Lima, Peru, Secretary. 

PakistaAN MepicaL CONFERENCE, Dacca, East Pakistan, Nov. 23-27. 
Dr. K. S. Alam, 35, Nazimuddin Road, Dacca, East Pakistan, Conference 


Secretary. 
December 


BanaMas SurncicAL CONFERENCE, British Colonial Hotel, Nassau, Ba- 
hamas, Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 
79th St., New York 21, New York, U.S.A. 

INTERNATIONAL LEPROsy CoNnGrESS, New Delhi, India, Dec. 8-14. Dr. 
Dharmendra, Leprosy Research Dept., School of Tropical Med., Calcutta 
12, India, Secretary. 


February 


CENTRAL SuRGICAL AssociaTIon, Montreal, Can., Feb. 19-21. Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

SocmeTy or Untversiry SurGEons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 
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J.A.M.A., Sept. 6, 1958 


April 

Concress OF INTERNATIONAL ANESTHESIA RESEARCH SocreTy, Miami 
Beach, Fla., U.S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S. A., Executive Secretary. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 


June 


INTERNATIONAL Fertitirry AssociaTION, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tary-General. 

INTERNATIONAL Hosprrat ConcGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E.C. 2, England, Secretary- 
General. 

July 

CANADIAN MeEpDIcAL Association, Edinburgh, Scotland, July 16-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL ConGreEss oF PepraTrics, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 

INTERNATIONAL CONGRESS OF PLastTic SuRGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 
Secretary-General. 

INTERNATIONAL ConGress OF RaproLocy, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PsYCHOANALYTICAL AssociIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

August 

INTERNATIONAL ASSOCIATION OF LimMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History oF Scrence, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL ScreNces, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THeRApy, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Worip CONFERENCE ON MeEpicaL Epvucation, Palmer House, Chicago, 
Il, U.S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S. A. 

September 

Concress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evurorean Concress or ALLerGcy, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 
11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 


Turkey, Secretary-General. 
INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 


Germany. 
Coneress ror Puysicat THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 


Square, London, W. C. 1, England. 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe Jounnac. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Changing Times, September, 1958 
“Health Insurance for Older People” 
Guaranteed renewable policies, group policies for retired 
workers, retaining old group insurance, and special policies 
for oldsters are some of the health insurance programs 
available to the public. Each type is discussed in this issue. 
“Watch Out for Rabies—in Lots of Animals” 


(Continued on page 42) 
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in angina pectoris 


to prevent attacks 


Peritrate 


(brand of pentaerythritol tetranitrate) 


An accepted basic therapy in the treatment of coronary disease 


Effective as a prolonged coronary vasodilator in four out of five cases, 
Peritrate reduces the severity and frequency of attacks. In addition, it lowers 
nitroglycerin dependence, increases exercise tolerance, and improves EKG a. 
findings. Peritrate 20 mg. is the basic dosage strength for coronary dilatation. “ange 


Peritrate 20 mg. for routine prophylaxis to prevent attacks of angina pectoris; 
in the management ef coronary insufficiency, and the postcoronary patient. 


in angina pectoris 


acute attack 


Replaces supplementary nitroglycerin in the Peritrate patient 


Sublingual Peritrate with Nitroglycerin is a companion product to regular 
Peritrate. It replaces uitroglycerin —- not Peritrate. It not only relieves the 
acute attack —it automatically supplies additional Peritrate for increased 
protection during the stress period. Peritrate with Nitroglycerin replaces nitro- 
glycerin in any strength because the sublirgual Peritrate increases the imme- 
diate nitrate level. 


Help your anginal patients lead a more normal life by prescribing Peritrate 
20 mg. q.i.d. and Peritrate (10 mg.) with Nitroglycerin (1/200 gr.) p.r.n. 
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According to the article, last year six Americans died from 
rabies. Dog bites caused more than 90% of rabies in man. 
A complete review of this dreaded but controllable disease, 
the article urges community action, which can lead to con- 
trol. A map of the principal wild animal rabies areas of the 
United States is presented, along with suggestions of what 
to do if bitten. 


Coronet, September, 1958 


“Household Chemicals That Kill,” by Beatrice Schapper 
There are now over 1,400 deaths resulting from accidental 
poisonings, the article states. Inadequate labeling, careless- 
ness, and lax laws are three contributing factors. The author 
suggests that the public support the new A. M. A. uniform 
labeling law when it is introduced in Congress. 
“Medicine’s Most Potent Lifesaver,” by Evan M. Wylie 

This author urges Americans to obtain an annual medical 
examination. He points out that you are cheating yourself 
and your family out of a longer life if you do not find time 
for your health. Past and present methods available for 
curing diabetes, cancer, tuberculosis, venereal infections, 
and disorders of the menopause and menstruation are 
discussed. 

“20 Questions Most Often Asked About Sex,” by Phyllis W. 
Goldman 

Twenty of the most frequent questions concerning sex are 
answered in Coronet’s latest survey. According to the con- 
sultants and marriage counselors replying to the survey’s 
questions, “because heart beat becomes more rapid when 
an individual is excited, many men who have suffered 
coronary attacks are advised against having intercourse.” 


Family Circle, September, 1958 


“Confessions of an Insomniac,” by Dora Pantell 

A sufferer offers six rules that insomniacs should follow in 
order to conquer those sleepless nights. The author suggests 
that you get rid of your notions about the eight or nine 
hours of sleep you think you need; put away that clock; do 
what you feel like doing when you cannot sleep; worry 
your problems through at night if you feel like worrying; if 
you do not know what is worrying you, do a little probing; 
if you do not have a thing to worry about and still cannot 
sleep, find something. 

“Here’s News in Medicine,” by Lawrence Galton 
Hyperventilation, multiple sclerosis, old-age complaints, 
occupational skin eruptions, and prostatic cancer are dis- 
cussed. According to the article, “skin disturbances are 
frequent among workers in industry who are exposed to 
cutting oils. In one study a new liquid hand cleanser, Lixoil, 
brought relief to all but four of 320 men with such skin 
eruptions.” 


Good Housekeeping, September, 1958 


“Keep Up with Medicine” 

This regular monthly feature discusses a drug to aid sun- 
tanning and prevent burning; pernicious anemia and vitamin 
B-12; cancer diagnosis by atomic device; symptoms and 
relief of hiatus hernia; measuring blood loss from operations; 
tranquilizers in heart disease; and safe driving and the field 
of vision, The article reports that at the Brooklyn Veterans 
Hospital a monitor has been invented to measure the blood 
a ja loses during surgery continuously and automati- 
cally. 


McCall’s, September, 1958 


“The Doctor Talks About Curettage,” by Frank J. Me- 

Gowan, M.D. 
In this regular monthly article, the specialist and his board 
of medical advisers give a comprehensive review concerning 
the “most common and most useful of all surgical treat- 
ments for women,” the curettage. The causes, effects, and 
treatments for hyperplasia are discussed by McCall’s board 
of doctors. 

“Your Child’s Eyes,” by Milton J. E. Senn, M.D. 

A question and answer panel concerning children’s eyes is 

discussed by the director of the Child Study Center and 


J.A.M.A., Sept. 6, 1958 


professor of pediatrics and psychiatry at Yale. The author 
says that even babies under one year of age may accept 
glasses because their vision is much better when they are 
used. 


Reader’s Digest, September, 1958 
“Basic Facts About Fallout,” by David O. Woodbury 


Since 1953, Project Sunshine has been one of the major 
activities of the Health and Safety Laboratory of the U. S. 
Atomic Energy Commission. A group of scientists and their 
assistants have been examining the effects of radioactive 
fall-out in a laboratory on New York’s west side. Some 
important conclusions reached in this comprehensive re- 
view: “(1) There is no indication that strontium-90 can 
have any effect on future generations. (2) It is true that 
serious local fallout will be produced by big bombs if they 
are fired at or near the surface instead of high in the air. 
(3) If natural radiation now causes about ten percent of 
the spontaneous mutations, the test fallout, if continued 
indefinitely, will at the present level cause an increase in 
the mutation rate of something like one-fiftieth of ten per- 
cent or 6.2 of one percent of the total spontaneous muta- 
tions.” 


“Frozen Sleep’: New Frontier in Surgery,” by J. D. Ratcliff 


According to the article, hypothermia is used in most of 
the country’s major hospitals. This frozen sleep is proving 
a powerful ally in brain surgery, heart surgery, and is also 
useful in controlling raging fevers, in repairing injured or 
diseased arteries, and in aiding the recovery of patients 
suffering from head injuries. When hypothermia is applied, 
“the patient is put to sleep by conventional methods and 
then cooled. When body temperature is dropped from a 
normal 98.6 F to 86 F, oxygen requirements are cut in half 
and all body activity jogs along at well below its normal 
rate. Normally, brain cells cannot get along without oxygen 
for more than three or four minutes without damage. With 
frozen sleep the time can be doubled or tripled—thus giving, 
in operations where the heart is stopped for instance, more 
time for major work.” 


“How to Get Away with Murder,” by Albert Abarbanel 


Dr. Alan R. Moritz, Chairman of the A. M. A. Committee 
on Medicolegal Problems, said, “It is an amazing truth that 
in most localities the medical examination of unexplained 
deaths is so casual and inexpert that the clever murderer 
may reasonably expect to go free.” The article claims that 
at least 5,000 persons get away with murder. Surveys reveal 
that in most states the coroners are not doctors but are 
undertakers, laborers, farmers, and taxicab drivers. “Statis- 
tics collected by the American Medical Association indicate 
that about 20 percent of all deaths result from violence or 
from causes so dim that medicolegal investigation is essen- 
tial. The A. M. A. recommends that at least 20 to 25 percent 
of such deaths be autopsied.” 


“Sabotage of Our Health Insurance,” by Milton Silverman 


This article claims that chiseling on all sides has threatened 
to make health insurance too expensive for those Americans 
who need it most urgently. The author says that patients, 
doctors, hospitals, labor, and management are all to blame 
for the abuse of health insurance. 


Saturday Evening Post, Aug. 30, 1958 
“Spare Parts for Defective Hearts,” by Ben Pearse 


With the discovery of Dr. Charles A. Hufragel’s artificial 
plastic valve, thousands who suffered from aortic insuffi- 
ciency are now leading normal, active lives. This article 
discusses leaky heart valves and explains how this in- 
sufficiency condition affects the heart and other vital organs. 


“The Vitamins, the Food—and Dr. Spies,” by Paul de Kruif 


Tom Douglas Spies, M.D., winner of the A. M. A. Distin- 
guished Service Award last year—for his part in wiping out 
pellagra from the south and the anemias from Cuba and 
Puerto Rico—says that if you give starved cells the nutrients 
they need, recovery will follow. In this article, the author 
explains the tests which Dr. Spies and his associates per- 
formed in order to wipe out pellagra. 
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clinically proven 
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antibiotic 


BACTERICIDAL—not merely bacteriostatic — 
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Extensive clinical studies 


| confirm 
dramatic effectiveness of 


KANTREX 


KANAMYCIN SULFATE 


—a new “stubborn spectrum”’ antibiotic 


At a Conference on KANTREX sponsored by the New York Acad- 
emy of Sciences on July 10-11, 1958, comprehensive reports were 
presented by 35 investigators on 1073 cases—most of which repre- 
sented infections due to resistant bacteria such as Siaph. aureus. 
These studies showed that many pathogenic organisms resistant 
to chloramphenicol, penicillin, streptomycin, erythromycin, 
chlortetracycline, tetracycline, oxytetracycline, oleandomycin 


and novobiocin were sensitive to KANTREX. 
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Typical comments 


by investigators 


AN IMPORTANT MESSAGE 


To THE MEDICAL PROFESSION: 


Our field representatives, in making their initial calls 
on physicians to discuss our new antibiotic KANTREX 
(kanamycin sulfate), have reported that a few physi- 
cians are under the impression that the capsule form 
of this drug is effective for systemic therapy. 


KANTREX Capsules were never intended for the 
treatment of systemic infections, as kanamycin 
sulfate is negligibly absorbed from the gastroin- 
testinal tract. 


The capsule form is indicated only for preoperative 
bowel antisepsis and for the treatment of local infec- 
tions in the gastrointestinal tract. 


While we have made these facts clear in our technical 
information, we feel that we have an additional re- 
sponsibility to re-emphasize the different indications 
for the two dosage forms, lest improper use lead to 


disappointing results. 


The proper dosage form to employ for systemic 
treatment is KANTREX Intramuscular. 


BRISTOL LABORATORIES INC. 


Supply 

KANTREX Intramuscular is available for systemic use in rub- 
ber-capped vials as a ready-to-use sterile aqueous solution in 
two concentrations (stable at room temperature indefinitely ) : 


KANTREX (kanamycin sulfate) 0.5 Gm. in 2 ml. volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 ml. volume. 


COMPLETE INFORMATIONAL LITERATURE AVAILABLE ON REQUEST 


Some of the 85 eminent 
investigators who reported on 
KANTREX at the Conference 
sponsored by the New York 
Academy of Sciences: 


1. 


10. 


1 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


Berman, L., and Katz, S.: 
Georgetown University 
School of Medicine, 
Washington, D.C. 


. Bunn, P, Baltch, A., and 


Krajnyak, O.: State 
University of New York 
Upstate Medical School, 
Syracuse, N. Y. 


Chalmers, G. C., Sebestyen, 
K., and Timberlake, W. H.: 
Harvard Medical School 
and Tufts University School 
of Medicine, Boston, Mass. 
Cohn, L., Jr.: Louisiana 
State University School of 
Medicine, New Orleans, La. 


. Cronk, G. A., and Naumann, 


D. E., Dept. of Health 

and Preventive Medicine, 
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Cardiovascular Disorders 


As an adjunct to appropriate specific treat- 
ment, EQUANIL gives rapid, essential control 
of the psychic tensions that intensify and 
complicate cardiac and cardiovascular symp- 
toms. “On control of the emotional complica- 
tions [with EQUANIL in 41 varied patients], 
treatment in every case was less intensive 
and prolonged than ordinarily would have 
been expected.” 


1. Friedlander, H.S.: Am. J. Cardiol. 1:395 (March) 1958. 
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Meprobamate 


Relieves tension—mental and muscular 
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the original meprobamate, 
so widely accepted as a 
tranquilizer and muscle 
relaxant, is available both 
as Miltown’ and as... 


For certain patients it is often psychologically 
desirable not to reveal the nature of medication given. 
In such cases you may specify Meprotabs— 

400 mg. unmarked, sugar-coated meprobamate tablets, 
unidentifiable by the patient. 


° WALLACE LABORATORIES, New Brunswick, N. J. 
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2 proteolytic enzymes clea: 
dead tissue, pus, exudates 


2 antibiotics attack invading | 
bacterial pathogens 


Cleaned wounds hea! ...and faster 


and inay offer 
considerable resistance to antibiotic therapy. For 
maximum benefit an effective concentration of the 
antibiotic must contact the bacterial mvaders. 
Tryptar Antibiotic Ointment is well tolerated— 
cannot harm living tissue. No contraindications to 
Tryptar Antibiotic Ointment are known. Indicated 
in ail major wounds and mincr wounds. 


Supplied in 4% oz. and 2 oz. tubes. 


Each gram of Tryptar Antibiotic Ointment contains: 


Trypsin (crystallized)......... 5,000 Armour Units 
Chymotrypsin (crystallized) . . 5,000 Armour Units 
Polymyzin B Sulfate, U.S. P......... .5,000 units 


in a water-washable special ointment base 


THE ARMOUR LABORATORIES 
& BIVISION OF ARMOUR AND COMPANY KANKAKEE, ILLINOIS 
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LaMotte 
Blood Chemistry Outfits 


Accurate, Simplified Clinical Tests 


Units available for 


Albumin and Sugar in Hemoglobinometer 
Urine Icterus Index 
Alcohol in Blood and (Pigford) Sulfonamides 
Urine Icterus Index (Micro) (Blood and 
Alveolar Air COz Tension Kline Test for Syphilis Urine) 
Bilirubin in Blood pH of Blood Thiocyanate 
Blood Loss in Body Fluids pH of Urine Thymo!l Turbidity 
Bromides in Blood Phenolsulfonphthalein Test 
Calcium-Phosphorus in (Block Type) Urea in Blood 
Blood Phenolsulfonphthalein Urea in Urine 
Chlorides in Blood (Roulette Type) Uric Acid in Blood 
Cholesterol in Blood Specific Gravity Urinalysis 
Creatinine in Blood (Blood & Body Vitamin C in 
Gastric Acidity Fluids) Blood and Urine 


Example 
for Blood Sugar Estimation 


LaMotte Blood Sugar Outfit 
Uses only a few drops of finger 
blood. 


Sugar in Blood 
Sugar in Urine 


Permits tests at close intervals. 
Invaluable for infant cases. 


Accurate to 10 mg. of sugar per 
100 cc. of blood. 


Direct results without calculations. 
Only 20 minutes required for com- 
plete test. 
Write for the LaMotte Blood Chemistry Handbook 


LaMOTTE CHEMICAL PRODUCTS CO. 
Dept. A Chestertown, Md. U.S.A. 
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but whatever his line of work he'll benefit from 


(FLEXIN® + TYLENOL®) 


prescribe FLEXILON 71n low back syndromes 
.. sprains... strains...rheumatic pains 


Each tablet contains: 


FLEXIN® Zoxazolaminet . . . 125mg. 


A most effective oral skeletal muscle relaxant 


for muscle relaxation plus analgesia tor 
musculoskeletal disorders 
SUPPLIED: Tablets, enteric coated, orange, 
bottles of 50. 


tconstruction trade term for a carpenter 
Mc NE L LABORATORIES, INC PHILADELPHIA 382, PA. {U.S. Patent Pending 


TYLENOL® Acetaminophen. . . . . 300mg. 
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FROM OTHER PAGES 


J.A.M.A., Sept. 6, 1958 


Educating the Hypothalamus 


I cannot overstate the importance of the habit of quiet 
meditation for health of body, mind, and spirit. Modern 
man’s life is grossly abnormal. Our days are spent in con- 
tinuous activity and our senses stimulated incessantly, so 
that we have neither time nor opportunity for quiet. We 
search for the Kingdom of Heaven in every quarter except 
where we are told on excellent authority that it happens to 
be—within us. We need to meditate daily on great truths. . . . 

The daily life of human beings has been described as 
existing on two planes, horizontal and vertical. On the hori- 
zontal plane is the succession of events, mostly trivial, which 
form our daily routine. The vertical plane is the plane of 
values. We understand why we are dropped on to the hori- 
zontal plane of trivial daily affairs only when we relate the 
horizontal plane to the vertical and see our lives against the 
background of values such as honesty, greatheartedness, 
love, courage, purity, hope, and faith. In meditation the 
horizontal plane of routine meets the vertical plane of eter- 
nal values. The spiritually healthy man lives close to the 
line where his horizontal and vertical planes intersect. 

Meditation is best undertaken in the morning, imme- 
diately after waking, with body and mind refreshed and 
the day unspoiled. It means going to bed earlier, to ex- 
change that last languid half-hour at night for the first re- 
freshing half-hour next morning. It is the critical act which 
makes every day significant. It is a time which saves time, 
for it clarifies what is important. As a daily habit it trans- 
forms the way you live, your ambitions, your interests, your 
methods. It has been practised by seers for centuries, and 
is powerful to-day in the lives of those who explore its 
secrets and accept its discipline. It is essential now as never 
before, for it is potent in the upward struggle of mankind. 
Apart from extremely busy periods, the average doctor or 
clergyman should have at least half an hour of such medi- 
tation daily; when exceptionally busy he needs longer. 

Daily meditation is the best means I know for educating 
the hypothalamus—the primitive part of the brain concerned 
with emotional reactions. Man’s cerebral cortex—his intel- 
lect—is overdeveloped but his “feeling” reactions are atavis- 
tic. He is an intellectual giant, delighted with his science, 
but a spiritual pygmy. . . . By “meditation” I do not mean 
“dreaming on religious themes.” Meditation presupposes a 
clarification of thought and feeling. In the ultimate, it is the 
expectant waiting upon God’s will of a man whose self-will 
is broken. . . . 

As members of two great healing professions, the clergy 
and doctors are dispensers of health to other people. We 
receive our own instruction in the language of our craft, be 
it theology or medicine. Do we always transmit our message 
to people in plain English? The plainest speech comes from 
example—what we are and what we do. Why should people 


take a doctor's advice on health when he is obviously living 
in an unhealthy way himself? The Lancet, in a leading arti- 
cle on an address by Mr. Harold Dodd, comments: “In 
their endeavour to make more and more patients fit to be 
operated on, surgeons have sometimes forgotten their equal- 
ly important task of keeping themselves fit to operate.” Too 
many doctors are pale, tense, and harassed, and driven by 
a sense of duty. This driving sense of duty is useful only 
until it is replaced by a better incentive, for it is a source 
of strain to the doctor and to all who work with him. A 
ward sister noticed that whenever she exhibited a very 
strong sense of duty, her nurses exhibited an equally strong 
sense of “off-duty."-—R. W. Luxton, M.D., A Prescription 
for Health, British Medical Journal, Sept 7, 1957. 


Accidents in Boating 


Water transportation accidents still take approximately 
1,500 lives a year in the United States. Fatal boat accidents 
occur throughout the year but are most frequent in late 
spring and early summer. ... The death toll reaches a peak 
in May.... Nearly half the deaths annually from this cause 
occur in the three months May through July... . 

Drownings in small boat mishaps account for about 1,200 
deaths annually, or for 4 out of 5 lives lost in all types 
of water transportation accidents. ...The majority of fatali- 
ties sustained in such accidents involved motor-driven boats 
—very largely of the outboard type—reflecting the wide 
popularity of this kind of craft. With few exceptions, the 
remaining fatalities involved rowboats, canoes, and rafts. . . . 
Nearly three fifths of the deaths in small boat accidents 
occurred among people who were out fishing. While this high 
proportion is a measure of the large number of Americans 
who are anglers, it also underscores the need for greater 
caution. ... 

Males comprise more than 9 out of every 10 victims in 
water transportation accidents. This preponderance of males 
results both from their much greater participation than 
females in recreational activities involving boats and from 
their greater willingness to risk their lives. ... Increasing 
attention has been focused on boating safety in recent years 
as the use of watercraft has gained widely in popularity 
throughout the country. Valuable contributions to the safety 
program have been made by the Coast Guard, Red Cross, 
Boy Scouts, National Safety Council, United States Power 
Squadrons and other boating organizations. But, as was 
pointed out at the National Small Boat Safety Conference 
held in Washington, D. C., last December, there is great 
need for an intensified educational program.—Boating Can 
Be Safer, Statistical Bulletin of the Metropolitan Life Insur- 
ance Company, May, 1958. 
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In your medical or 


surgical patient... 


obstructs 
diagnosis, 
treatment, 


SPARINE quickly quiets the hyperactive patient. It eliminates agitation, subdues 
aggressive resistance, and induces a detached view toward pain and stress. Thus, it 
facilitates diagnostic studies, therapy, and convalescent management—unhampered 
by excitement or belligerence. 


SPARINE gives prompt control by intravenous injection and effective maintenance by the intra- 
muscular or oral route. It is well tolerated in all three methods of administration. 


COMPREHENSIVE LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE Po. 
Promazine Hydrochloride 
INJECTION 
Meprobamate 
PHENERGAN® HCI 
Promethazine HCl SYRUP 


SPARINE HCI 
Promazine HCI 


A Wyeth normotropic drug for nearly 
every patient under stress 
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one of the 


fundamental 


drugs in 


medicine 


‘Thorazine’ is useful in a wide variety of indications in nearly all fields of medicine. It is effective in conditions 
where mental and emotional disturbances or nausea and vomiting are present, and where the relief of pain through 
potentiation of sedatives, narcotics and anesthetics is desired. 

‘Thorazine’ is available to you in all these useful dosage forms: tablets, Spansule* sustained release capsules, 
ampuls, multiple dose vials, syrup and suppositories. 


THORAZINE* Smith Kline & French Laboratories, Philadelphia +1M. reg. us. Pat. of. 
chlorpromazine, S.K.F. 
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TERFONYL 


Squibb Triple Sulfas 
Meth Dis Mer Sulfonamides 


Caution: 


BSquins & Sons. New You 


a well tolerated, highly soluble 
sulfonamide preparation 


therapeutically established for 
your clinical use 


For many urinary, respiratory and other bacterial infections... 


.-- you'll find Terfonyl a drug of choice because of its high 
degree of efficacy, maximum safety and wide patient ac- 
ceptability. To date, physicians have prescribed Terfonyl 
for millions of patients with excellent results. 


Advantages of Terfonyl 
® clinically proved in millions of patients 
® provides effective sulfonamide therapy with minimal risk 
® highly soluble at the pH range of the kidneys 
® wide antibacterial spectrum—including gram positive and 
gram negative organisms 
® produces rapid, high blood levels 
® economical 


Supply 
Tablets, 0.5 Gm., bottles of 100 and 1000. Raspberry-fla- 
vored Suspension, 0.5 Gm. per teaspoonful (5 cc.), pint 
bottles. 


SQUIBB 
Squibb Quality—the Priceless Ingredient 


*TERFONYL'® 18 A SQUIBS TRADEMARE, 
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Investigator 
after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood pressure in 
19 of 23 hypertensive patients.” ‘‘All of 11 hypertension subjects in whom 
splanchnicectomy had been performed had a striking blood pressure response to oral \ } 
administration of chlorothiazide.” “. . . it is not hypotensive in normotensive patients with 

congestive heart failure, in whom it is markedly diuretic; it is hypotensive in both 

compensated and decompensated hypertensive patients (in the former without congestive \ 
heart failure, it is not markedly diuretic, whereas in the latter in congestive heart failure, y & 

it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, |. H. and Parrish, A. E.: J.A.M.A. 166:137, Jan. 11, 1958. ) & A 


“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the regimen of 73 i ' y) 
ambulatory hypertensive patients who were receiving other antihypertensive drugs as well \ 
\ 


caused an additional reduction [16%] of blood pressure.” ‘‘The advantages of 
chlorothiazide were (1) significant antihypertensive effect in a high percentage of patients, 
particularly when combined with other agents, (2) absence of significant side effects or Y 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and / i a. 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” .'y 


In “Chliorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, Pa, 
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INITIATE THERAPY WITH 'DIURIL', ‘piurit' is given in a dosage range of from 
250 mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS, The dosage of other antihypertensive medi- 
cation (reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient 
is established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total daily 
dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed 
and careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


"DIURIL' trade-mark of Merck & Co.. Ine. 
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the effectiveness of DOB 
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in 
smooth, more trouble-free management of hypertension with 'DIURIL' 
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ICOST 


A Division of-AMERICAN CYANAMID COMPANY, Pearl River, New York 


Now you can select 
Hallmark Christmas Cards 
right in your office! 
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‘. JUST CALL WESTERN UNION 
by number, ask for Operator 
25. She will tell you the stores : 
in your community that will : + CARDS TO BE IMPRINTED with your name 
bring the Hallmark Christmas : can be selected from this one album of the 
Album to your office. : most beautiful Christmas cards ever de- 

: signed for professional and business men. 


4, YOUR CUSTOMERS and business 
associates will appreciate your 
good taste and thoughtfulness in 
sending the cards that show you 
care enough to send the very best. 


~ 
Candas 


When you care enough to send the very best 


3. YOUR SECRETARY will appreciate your 
ordering soon. She’ll also appreciate 
the new Hallmark self-sealing envelopes 
—and the fact that Hallmark will print 
your return address on the envelopes. 
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Dialogue from a small patient... 


BICILLIN’ 


ORAL SUSPENSION Philadelphia 1, Pa = 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 
SUPPLIED:Cherry flavor —300,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 


Custard flavor —150,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 
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PENICILLIN WITH A,SURETY FACTOR 


and lasting 


energy breakfast* 


BETTER 
BREAKFAST 


* What is meant by “Quick and Lasting 


4 


Energy”? It is a prompt “‘lift’’ due to a quick FOOD COMES FIRST 
AT BREAKFAST 

At the National Food Conference held in 
fact that the blood sugar remains up and falls Washington early this year it was reported that 
about one-half of the population ate inadequate 
breakfasts. The need for better breakfast eating 
habits was emphasized. In this 8th September 
nation-wide Better Breakfast Month the Cereal 


the basic cereal and milk breakfast provided Institute invites you to become a Better Break- 
fast Booster in your community. 


rise in blood sugar—a lasting “‘lift’’ due to the 


only gradually during the late morning hours. 


The Iowa Breakfast Studies demonstrated that 


Quick and Lasting Energy. 


7 
? 


The fast tempo and strenuous demands 
of modern life demand quick and lasting 
food energy. The lowa Breakfast Blood Sugar 
Studies proved that a basic cereal and milk 
breakfast providing about 20 gm. mixed plant 
and animal protein (cereal and milk) provided 
quick and lasting energy throughout the early 
and late morning hours. This quick and lasting 


energy basic breakfast pattern consists of the 


following: orange juice, % cup; cereal (dry 
weight), 1 oz.; with whole milk, 4% cup; and 
sugar, 1 tsp.; bread, white enriched, 2 slices 
toasted; with butter, | tsp.; whole milk, 1 cup, 
and coffee. It provides, for most adults, 
about one-fourth of the day’s requirements 
of protein and calories and contributes a 
good share of essential vitamins and 


minerals. 


Reference: A Summary of the lowa Breakfast Studies. Chicago: Cereal Institute, Inc., 1957. 


CEREAL INSTITUTE, INC. , 135 south Lasatte street, Chicago 3, Illinois 


A research and educational endeavor devoted to the betterment of national nutrition 
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INFLAMED? 


POSITIVE 
CORONARY §f 
VASODILATION 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
... [Penite] tablets. 


“In our experience so far, the number of an- 
ginal attacks has been sharply reduced .. 


EACH PENITE TABLET CONTAINS: 
Nitroglycerin ............ (1/200 gr.) 0.3 mg. 
Pentaerythritol tetranitrate .......... 10.0 mg. 


Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1. Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 


York, 1957, p. 299. 
ACCELERATE THE 
RECOVERY 
TABLETS PROCESS WITH 


STREPTOKINASE-STREPTOOORNASE LEDERLE 


G. W. Carnrick Company e Newark 4, New Jersey 


| \ 
6 
lu 
*Reg. U.S. Pat. Off 
eee LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
th { 


"Most likely Diabetes: Mild or 
candidate Moderate 


for Orinase" Onset: Around 40 


Previous 
Treatment: Diet, or 
less than 
40 units 
now more than of insulin 
300,000 diabetics daily 


enjoy oral therapy 


In the presence of a functional pancreas, Orinase 
effects the production and utilization of native insulin 


via normal channels. PDinas = * 
N AS = } 


TRADEMARK, REG. U. S. PAT. OFF -tolbutamide 
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“care of 
the man 
rather than 
merely his 
stomach” 


~ 
i 
' 


Milpath 


®Miltown # anticholinergic 


in. 


G.I. dysfunction 


Milpath acts quickly to suppress hypermotility, 
hypersecretion and spasm, and to allay 
anxiety and tension. The loginess, dry mouth 
and blurred vision so characteristic of 

some barbiturate-belladonna combinations 
are minimal with Milpath. 


Formula: each scored tablet contains: 
meprobamate 400 mg., tridihexethy! iodide 25 mg. 


Dosage: 1} tablet t.i.d. with meals and 2 tablets at bedtime. 


WALLACE LABORATORIES 


New Brunswick, N. J. 
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chemically different - pharmacologically unique 
Clinically distinctive 


* prompt and predictable action 
Tablets: work overnight without disturbing sleep;'-* 
taken before breakfast, act within six hours 


Suppositories: produce evacuation in 15-60 minutes*-® 


+ acts directly on colonic mucosa’? 
virtually no contraindications'-'* 
+ very well 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel 
movement the following morning, or 1% hour before breakfast 
for a movement within six hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated 
tablets of 5 mg. in boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from C. H. Boehringer 
Sohn, Ingelheim. 


acts directly on colonic mucosa 
does not depend on systemic absorption 


references 

(1) Foertsch, A.: Deutsche med. Wchnschr. 78:916, 1953. 
(2) Frankl, R.: Medizinische No. 49:1587 (Dec. 5) 1953. (3) Krue- 
ger, H. H., and Piegsa-Quischotte, |.: Aerztl. Wchnschr. 8:891 
(Sept. 11) 1952. (4) Scheel, M.: Hippokrates 26:624, 1955. 
(5) Stockmeier, F.: Muenchen. med. Wchnschr. 95:1058, 1953. 
(6) Ganz, P., and Zindler, M.: Medizinische No. 29/30:1042, 
1955. (7) Kolshorn, R.: Muenchen. med. Wchnschr. 96:949, 
1954. (8) Clark, A. N. G.: Brit. M. J. 2:866 (Oct. 12) 1957. 
(9) Aue, H.: Medizinische No. 3:118, 1954. (10) Schmidt, L.: 
Arzneimittel-Fersch. 3:19, 1953. (11) Barth, H.: Deutsches med. 
J. 4:415 (Aug. 15) 1953. (12) Brandt, G., and Brandt, W.: 
Landarzt 30:589, 1954. (13) Vieth, H.: Therap. Gegenw. 94:60, 1955. 
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CITRIC ACID 
the 
additive 
choice 

of 


Lederle Research 


COOH 
COOH 
COOH 


triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists aimed for 
patient response rather than laboratory results, and chose citric acid 
for its outstanding value under clinical conditions. Citric acid is unique 
in that it contains THREE free carboxyl groups in every molecule to 
combine with the metallic ions which interfere with gastrointestinal 
absorption. This activity thus leaves the pure active tetracycline mole- 
cule available for full absorpion and rapid action at the site of infection 


iil | 
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ASSURES EVERY PATIENT PRECISE 
ANTIBIOTIC ACTION UNDER THE VARIED 
CONDITIONS OF REALISTIC CLINICAL PRACTICE 


produces optimal gastric conditions 


ideally, most antibiotics are given on an empty stomach. Since citric acid helps control un- 


’ favorable variances in gastric content,conditions in the stomach are optima! with ACHROMYCIN V 


tetracycline with citric acid. 


prevents interference with absorption 


Sequestering of antibiotic molecules by free metallic ions, always present in the intestinal 
tract, can deprive patients of a full therapeutic dose. The three active carboxy! radicals which 
protect the action of ACHROMYCIN V trap these free cations and allow uninhibited antibiotic 
absor ation. 


provides for peak antibiotic action 


At the site of infection where, in essence, all antibiotics are proved, ACHROMYCIN VY combats 
a wide range of pathogens under optimal tissue conditions. Citric acid, a factor of medically 
established value in the natural acid-base regulating mechanism of the G.!. tract, facilitates a 
more complete, and rapid antibiotic actica. 


MORE PRESCRIBE 
ACHROMYCIN THAN ANY OTHER 
BROAD-SPECTRUM ANTIBIOTIC 


( Ledaria ) LEDERLE LASORATORIES, « of AMERICAN CYANAMIO COMPANY, Peart River, NY. 


PAT. OFF 
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While the cure of epilepsy is still an unrealized hope, today’s modern therapy permits 
a control of seizures undreamed of in the past. Indeed, the epileptic of today enjoys most 
of the freedoms and human relationships that go with normal living. These advances stem, 


the face 
of epilepsy, 


in part, from a finer knowledge of the disease and today’s 
more effective antiepileptic drugs. Here are five 
distinguished anticonvulsants that can help you give the 


epileptic the most precious of all gifts, 
a seizure-free life. 


anticonvulsants by Abbott 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ... a hydan- 
toin of exceptionally low 
toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
Sails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures symp- 
tomatic of organic brain 
damage. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 


} 
$2) 


pharyngitis 


ative stomatitis 


esophagitis 


... Orally administered Xylocaine Viscous provides 
prompt and prolonged surface anesthesia in the 
upper digestive tract. Its cherry-flavored, water-sol- 
ubie vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and well-tolerated 
. . . just swish and swallow. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of lidocaine*) 
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advance in 


treatment 


Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 

Successful results ranging to complete 
clearing obtained? in patients with: = scalp- 
to-toe psoriasis » psoriasis of many years’ 
duration = psoriasis involving tender areas. 
Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Weilltolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies- mercury, 
arsenic, corticosteroids, x-rays-are avoided. 


A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P:: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5 :485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf. 
N. Y. Academy Science May 9, 1958 (In Press). *Trademark 


gf REED & CARNRICK - Jersey City 6, New Jersey 
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makes the shift to ether smoother and easier 


VINETHENE. 


CViny! Ether for Anesthesia, U.S.P.> 


VINETHENE is a superior induction agent prior to ethy! ether. 
Its action is rapid and smooth. Excitement or nausea is 

rarely encountered. Muscular relaxation is good. Such benefits, 
established for a quarter of a century, also recommend 
VINETHENE for short operative procedures and as a 
complement to nitrous oxide or ethylene. VINETHENE is easily 


administered via open, semi-closed or closed methods. ~ MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
Supplied: In 10-cc., 25-cc., 50-cc., and 75-cc. botties, each 


with adjustable plastic dropper cap. 
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Nephenalin’, the square purple tablet that relieves asthma with utmost speed for 4 full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo- 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (%% gr.) and phenobarbital (1 gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. Soy Leming 4 


Ye. - 
or your ambulant asthmati in 
For y atic... 


Sustained tranquilizing action 


@me-7330 “MARR 


high 
jumps 


meprobamate 
effectively relieve nervous tension and anxiety 
without interruption, day and night. Two 
capsules on arising last all day, two capsules 
at bedtime last all night. Exceptionally well 
tolerated ... extremely convenient. 


Desage: 2 Meprospan capsules q. 12 h. Reference: Baird, H. W., Itt: 
Supplied: 200 mg. capsules, bottles of 30. A comparison of Meprospan 


3 (sustained action meprobamate 
Literature and samples on request capeule) with other 


“WALLACE LABORATORIES, New Brunswick, N.J. 


agents in children. 
who discovered and introduced Miltown® Submitted for publication, 1958. 
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FOR YOU, DOCTOR 


published by The AMERICAN MEDICAL ASSOCIATION 


a newspaper with a new concept... 
news for you as a physician, 


news for you as an individual. 


Watch for 
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~«AMA NEWS 


The Newspaper of American Medicine 


... will fill the doctor’s need 
for news of the medical 
community. 


... will reflect all aspects of 
a physician’s life — his 
work, his recreation, his 
office, his home. 


... Will be edited in easy-to- 
read style for the busy 
physician, “the man in 
motion.” 


... will serve as a channel of 
communication for Amer- 
ican medicine, linking 
ideas across the nation. 


Issue September 
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CHLORAMBUCIL tormeriyinown as ¢. 8. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


‘Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad. 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 

Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Chest examinations of the very young call for 


careful preparation. Fast screens, efficient 
filters, proper coning, correct distance, higher 
kv ... all are necessary. Then, with the aid 

of the fastest medical x-ray film available 
—Kodak Royal Blue—exposures to the patient 
can be reduced to the minimum. 


Order Kodak Royal Blue from your Kodak x-ray dealer 


EASTMAN KODAK COMPANY, 
Medical Division, Rochester 4, N.Y. 
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| POSITIVE 
RESULTS AGAINST MANY 


a 
GRAM-NEGATIVE INVADERS 
COMBATS MOST CLINICALLY IMPORTANT PATHOGENS AK 


Gram-negative organisms, involved in many stubborn infections, dem- 


losis," and Friedlinder’s pneumonia.'* 


CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of 


REFERENCES: (1) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52, 1958. (2) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (3) Ritts, R. E., Jr.; Mao, F H., & Favour, C. B.,in Welch, H., 
& Marti-Ibanez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 774. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844, 1957. (6) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. (9) Derham, 
R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.: 
J.A.M.A. 166:616, 1958. (11) Rabe, E. FE: Pennsylvania M. J. 61:209, 1958. (12) Rosen- 
thal, I. M.: GP 17:77 (March) 1958. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


\ 
onstrate high in vitro sensitivity to CHLOROMYCETIN.!* “> 
The efficacy of CHLOROMYCETIN against these troublesome invad- a | 3 
ers is borne out in vivo in such infections as infantile gastroenteritis,® hit 4 
urinary tract infections,’ the septicemic and focal forms of salmonel- 


250 mg., bottles of 16 and 100. 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent ee 4 
and, because certain blood dyscrasias have been associated with its administra- ih 
tion, it should not be used indiscriminately or for minor infections. Furthermore, “ati yor —= 
as with certain other drugs, adequate blood studies should be made when the Ae 
patient requires prolonged or intermittent therapy. 
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IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC’ 


ESCHERICHIA COLI 


1 


AEROBACTER AEROGENES 


2 
148 STRAINS | |e ANTIBIOTIC A 32.4% 


BACILLUS PROTEUS 


3 
101 STRAINS ANTIBIOTIC A 5.0% 


B. PYOCYANEUS 


269 STRAINS CHLOROMYCETIN 16.0% 
103 STRAINS ANTIBIOTIC A 24.3% 


SALMONELLA 


5 


B. ALKALIGENES FECALIS 
6 


B. FRIEDLANDER 


7 
5 STRAINS a 40.0% 


0 20 40 60 


* Adapted from Schneierson.? 
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TIBIA? 


ACCELERATE THE. 
RECOVERY 
PROCESS WITH 


*Reg. U.S. Pat, Oft 


ah LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York- 


J.A.M.A., Sept. 6, 


speed nebulization relief with 


ISUPREL 
MISTOMETER 


In asthma, chronic bronchitis and emphysema, bronchodilata- 
tion can be achieved almost instantly with use of the Isuprel 
Mistometer. This new complete inhaler unit with built-in 
nebulizer delivers a mist of optimal particle size down to 
the smallest bronchioles. One inhalation usually relieves 
asthmatics and improves breathing in patients with chronic 
bronchitis and emphysema. The small, compact, convenient 
Mistometer is leakproof, efficient and economical. It contains 
enough solution (1:400) for 200 accurate, unvarying doses. 


1958 


1. After removing green cap from bottle, 
pull off white mouthpiece and turn it side- 
ways to fit hole in flattened end onto metal 
spout (valve stem) of bottle. 


2. Hold assembled unit between thumb 
and index finger. Invert it and close lips 
around open end of mouthpiece. 


3. inhale deeply while firmly pressing down 
on bottle. One whiff usually suffices. If a 
second dose is necessary wait for a full 
minute between inhalations. 


4. Replace mouthpiece and cap. Fit into 
pocket, purse, or place on bedside table. 


ISUPREL is available in all these convenient forms: Jsuprel 
| Mistometer, 10 cc. (1:400 Isuprel solution). Jsuprel Solution: 
1:200 and 1:100, for use in conventional nebulizers, bottles of 


| 10 ec. and 50 cc. Isuprel Sublingual Glossets®: 10 mg. and 15 
mg., bottles of 50 and 500. Isuprel Solution 1:5000 (paren- 
| teral) : ampuls of 1 cc., boxes of 5. 


iithnop LABORATORIES New York 18, N.Y. 


tsuprel (brand of isoproterenol), and Glossets (brand of sublingual tablets), trademarks reg. 
U. S. Pat. Off. 


*Mistometer, trademark, Metered Dose Aerosol Dispenser 
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M.73 
100 TESTS (APPROX.) 


TES-TAPE 


_ Urine Sugar Analysis Paper, Lilly) 
Protect from direct light, 

GZ excessive moisture, ond 
heat. 


Axzases.¢ DIRECTIONS—ON BACK 


+ ++ 


routine checks verify clinical accuracy 

Every lot of ‘Tes-Tape’ (Urine Sugar Gl C : A 
Analysis Paper, Lilly) is subjected to a — — 53S a 
panel of ten persons at the Lilly Research 05 Coane 88.9 a neon 
Laboratories who are unfamiliar with the 0.25 percent 90.3 percent 
use of “Tes-Tape.’ Each panel member 0.1 percent 95.6 percent 

examines twenty-five urine specimens 0 percent 100 percent 


containing different concentrations of 
glucose. When last computed, the aver- 
age accuracy of the observations at the _A total of 5,500 different specimens were as- 
designated levels was as follows: sayed, with an over-all accuracy of 98.6 percent. 


Available at all pharmacies in plastic dispensers of approximately 100 tests. 


U. S. A. 


ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, 
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RESPONSE OF PREGNANT WOMEN 


AND THEIR INFANTS TO 


POLIOMYELITIS VACCINE 


DISTRIBUTION OF POLIOVIRUS ANTIBODY IN PREGNANT WOMEN BEFORE AND 
AFTER VACCINATION—TRANSFER, PERSISTENCE, AND INDUCTION OF 
ANTIBODIES IN INFANTS 


Mauricio Martins da Silva, M.D., Konald A. Prem, M.D., Eugene A. Johnson, Ph.D., John L. McKelvey, M.D. 


Jerome T. Syverton, M.D., Minneapolis 


HE NEWLY BORN human or animal in- 
fant demonstrably has capacity to acquire 

T passive immunity against toxins, bacteria, 

and viruses after injection of the corres- 
ponding antigen into the mother during pregnancy. 
Poliovirus antibodies were first shown to be passive- 
ly transfer ed from the human mother to her infant 
by Aycock and Kramer in 1930.’ Since that time 
passively transmitted maternal immunity has been 
recognized as a factor in the resistance of newborn 
children to poliomyelitis.’ 

It has been suggested that placentally transferred 
passive immunity to poliomyelitis can be converted 
to active immunity by subclinical infection during 
the phase of declining protection by maternal anti- 
body. Such induction of active immunity could 
partially explain the low frequency of poliomyelitis 
epidemics in most tropical and subtropical coun- 
tries,” a frequency, however, which seems to in- 
crease as socioeconomic and hygienic conditions 
improve in these areas. 


Sixty-five per cent of unvaccinated preg- 
nant women lacked antibodies to one or 
more poliovirus types, according to neutrali- 
zation tests on serum done with Hela cell 
cultures. Two injections of formalinized polio- 
myelitis vaccine given during pregnancy 
reduced the incidence of incompletely pro- 
tected women to 18%. The infant at birth 
usually showed passively acquired antibodies 
at a level equal to or slightly below that of 
his mother, eliminated half of the antibodies 
in about five weeks after birth, and retained 
measurable amounts of antibodies for post- 
natal periods proportional to the content 
received at birth. On immunization with two 
injections of vaccine when the infants were 
one year old or less, their antibody responses 
were poorer than those of their mothers. 


SEPTEMBER 6, 1958 


From the Department of Pediatrics (Dr. Martins da Silva), the Department of Obstetrics and Gynecology (Drs. Prem and McKelvey), the School 
of Public Health (Dr. Johnson), and the Department of Bacteriology and Immunology (Dr. Syverton), University of Minnesota Medical School. Dr. 
Martins da Silva is now with the Pan American Sanitary Bureau, World Health Organization, Washington, D. C 
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and 


POLIOMYELITIS VACCINE—MARTINS DA SILVA ET AL. 


The present study was designed (a) to deter- 
mine the incidence by titer of naturally occurring 
poliovirus antibodies in pregnant women; (b) to 
compare the antibody response of pregnant women 
to formalinized (Salk) poliomyelitis vaccine * ad- 
ministered subcutaneously or intradermally; (c) to 
measure naturally occurring and vaccine-induced 
poliovirus antibodies passively transferred from 
mother to infant and the persistence of maternal 
antibodies in the infant; and (d) to evaluate the 
response to poliomyelitis vaccine of infants with- 
out previous actively immunizing experience. 


Materials and Methods 


The studies begun at the University of Minne- 
sota in May, 1955, through combined efforts of the 
departments of bacteriology and immunology, ob- 
stetrics and gynecology, and pediatrics and the 
School of Public Health were made possible by 
voluntary participation of 188 pregnant women 
registered for obstetric care at the University of 
Minnesota Hospitals. The average patient age was 
26.7 years (range, 17-42); about two-thirds of the 
group were private patients. 


TaBLe 1.—Percentage Distribution of Poliovirus Antibodies 
by Immunotype and Titer Among 186° Pregnant Women Be- 
fore Vaccination (Naturally Occurring) and 136 Pregnant 
Women After Two Injectionst of Poliomyelitis Vaccine 
Antibodies, Type 
Naturally ¢ yecurring After Vaccination 


Titer Level 
4,096 or greater 


Not measurable (<4) .... 
* Two serum specimens lost. 


+t Given subcutaneously or intradermally. 
} One serum specimen not analyzed for type 2. 


Specimens.—Samples of maternal blood for anti- 
body assay were obtained by antecubital fossa veni- 
puncture; infant blood was withdrawn from the 
internal jugular vein. 

Quantitative Assay of Poliovirus Neutralizing 
Antibody.—For antibody assays, HeLa cell cultures 
were prepared and rinsed as previously recom- 
mended ° for application of the dispersed cell tech- 
nique to use of mammalian cells in continuous 
culture. Test serums diluted 1:4 in yeast extract 
medium (YEM)° were inactivated at 56 C for 30 
minutes, serially diluted fourfold in YEM supple- 
mented with 3% chicken or monkey serum and 
added bicarbonate for culture maintenance, and 
dispensed in 1-ml. aliquots into four tubes per 
serum dilution. Suspended HeLa cells then were 
added to tubes, which were slanted and incubated 
at 36 C. Cultures were inspected under the micro- 
scope daily for four days to detect cytopathogenic 
effect. Serum titers, as usual, are reported as recip- 
rocals of dilutions for which 1-ml. samples were 
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calculated to destroy 50% of the culture tubes in- 
oculated. Serum tests, including those with appro- 
priate cell and serum controls, were assayed with 
100 tissue culture infective doses (TCID;0) of polio- 
virus types 1-3 according to titers determined on 
each day of testing. When primary serum dilutions 
(1:4) were inactive, titers were classified as “not 
measurable.” 


Results 


Distribution of Poliovirus Neutralizing Antibody 
in Pregnant Women.—Serum specimens representa- 
tive of 186 of the 188 pregnant women participating 
in the study were successfully assayed for neutral- 
izing antibody. Distribution of “naturally occurring” 
poliovirus antibodies in these women prior to recep- 
tion of any poliomyelitis vaccine is shown by titer 
in table 1. No antibodies to any type of poliovirus 
were detected in serums (1:4) from 11.3% of the 
group. Antibodies to one or two types were present 
in 53.6%. Antibodies to all three types of poliovirus 
were detected in serums from 35.1% of the group. 
Therefore, 65% of these women were incompletely 
protected by antibody. Only a small number of the 
women exhibited antibody titers equal to or ex- 
ceeding 1,024. 

Response of Pregnant Women to Poliomyelitis 
Vaccine.—Subsequent to the 1955 poliomyelitis sea- 
son in Minnesota, 138 pregnant women participated 
in a study program of immunization with Salk 
vaccine prepared in three lots by two commercial 
manufacturers. Approximately 50 women were in- 
jected with each lot; half of the group received a 
smaller amount of the vaccine intradermally (two 
doses of 0.2 ml. given three to four weeks apart) 
rather than the usual larger amounts subcutaneous- 
ly (two doses of 1.0 ml. given three to four weeks 
apart) used for the remainder of the group. Since 
spontaneous abortions usually occur before the 16th 
week of pregnancy, no initial injection was given 
to the mother before this time, as calculated from 
the last menstrual period. This precaution reduced 
the possibility of the patient associating vaccine 
administration with abortion if such should have 
occurred. Further, no initial injection was given 
after the 30th week of pregnancy, so as to permit 
maximum antibody response to the second injec- 
tion before delivery. Blood samples were collected 
immediately before the first injection and approxi- 
mately four weeks after the second. With very few 
exceptions, all injections were performed by the 
same investigator (K. A. P.). Intradermal injections 
of 0.1 ml. of vaccine into the skin of the flexor 
surface of each forearm were given. By this tech- 
nique, a total of 0.4 ml. of vaccine was adminis- 
tered intradermally, in contrast to the 2.0 ml. given 
subcutaneously. Assays were completed on serums 
representative of 133 of the original 138 partici- 
pants. The distribution among the 133 vaccinated 
women for serum taken before vaccination is as 
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follows: antibody titer to virus of all types, 33.1%; 
to that of one or two types, 58.6%; and to that of 
no type, 8.3%. After two injections of poliomyelitis 
vaccine, 82% of the women responded with meas- 
urable antibody titers to all three poliovirus types. 
Complete failure of antibody response occurred 
with 18% of the women. These figures indicate that 
73% of the women previously without complete 
antibody protection developed measurable anti- 
body to all three poliovirus types after two in- 
jections of Salk vaccine. Frequency of pregnant 
women responding with antibody titers of 1,024 or 
greater was increased significantly for each polio- 
virus type (table 1). 

In women with measurable antibody titers be- 
fore and after vaccination (table 2) vaccine given 
intradermally elicited as satisfactory an antibody 
response as vaccine given in larger amounts sub- 
cutaneously. However, a greater proportion of preg- 
nant women vaccinated intradermally failed to re- 
spond measurably to one or more poliovirus types, 
in contrast to the proportion of women so respond- 
ing when subcutaneously vaccinated (table 2). 
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quired antibody titer for each infant for each 
poliovirus immunotype. Within the error of such 
determination, rates of decline did not differ con- 
sistently with respect to type of passively trans- 
ferred poliovirus antibody. The rate of decline also 
did not appear to be influenced by the initial titer 
level. Accordingly, rates of decline for all infants 
were averaged to determine the half-life of the 
passively transferred antibody (see figure). The 
indicated half-life of the poliovirus antibody was 
nearly 37 days. At 9 to 12 months of age, the ma- 
jority of infants with cord blood titers of 1,024 or 
greater still exhibited detectable titers of antibody. 
The figure also illustrates the typical gradual de- 
cline in antibody titer found for two of the tested 
infants in the first year of life. 

Response of Unexposed Infants to Poliomyelitis 
Vaccine.—Seventy-seven infants born of mothers in- 
cluded in this study were given two subcutaneous 
injections of 1 ml. each of commercially available 
Salk vaccine four weeks apart. The infants were 
injected initially either on reaching 1 year of age 
or on revealing a not-measurable low titer of pas- 


TABLE 2.—Response of 136 Pregnant Women to Two Injections of Poliomyelitis Vaccine, Measured as Geometrically Averaged 
Ratios of Poliovirus Antibody Titers, and Proportion of Pregnant Women with Titers Not Measurable Before and After Two 
Injections 


Subcutaneous 


Averaged Ratio 


Vaccine Lot 
028849 
7 20.9 
(20) 


91S84-653802 : 
a9) (23) 


Response to Vaccination, Type* 


Not Measurable, Frequency 


Intradermal 


Averaged Ratio Not Measurable, Frequency 


* Number of averaged observations is recorded in parentheses 


Transfer of Poliovirus Antibody from Mother to 
Infant and Persistence of Transferred Antibody in 
Infants.—At delivery of the studied mothers, a third 
specimen of maternal blood and a sample of cord 
blood were obtained. At approximately three-month 
intervals during the following year, or until tests 
revealed no detectable titer of persisting antibody, 
blood samples were collected again from infants. 
Comparison of maternal poliovirus antibody titer 
at delivery with cord blood antibody titer (table 3) 
showed agreement within the error of the assay 
method (expected error equivalent to one serial 
dilution) in more than 85% of instances. In no in- 
stance did the cord antibody titer significantly ex- 
ceed that of the maternal blood taken at delivery. 
Cord antibody titers less than maternal titers at 
delivery by two or more serum dilutions were ob- 
served for any type of poliovirus in no more than 
14% of instances (table 3). 

Antibody titers recorded successively for each 
tested infant were converted to logarithms and 
used to calculate rate of decline of passively ac- 


sively transferred poliovirus antibody; usually, in- 
jections were begun from 3 to 12 months after 
delivery. Four weeks after a second injection, a 
blood specimen was obtained for determination of 
antibody response. Antibody response of vaccinated 
infants was calculated as the geometric increase in 
poliovirus antibody titer after vaccination, corrected 
for the exponential drop in titer of passively trans- 
ferred antibody as determined by the half-life esti- 
mate. Of these infants who had no previous actively 
immunizing experience with poliovirus (responses 
in infants whose antibody levels after vaccination 
were not measurable were considered vaccination 
failures and were excluded from distribution), 53 
(6.07%) showed response to type 1 antibodies, 68 
(8.60% ) to type 2, and 58 (7.45%) to type 3. After 
two injections of vaccine, 25 (32.5%) of the 77 
infants exhibited titers of antibody to all three 
poliovirus types, 47 (61.0%) showed response to one 
or two types, and 5 (6.5%) did not respond measur- 
ably to any poliovirus type. According to antibody 
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titer, 67.5% of infants were incompletely protected 
against all three types of poliovirus. The percentage 
distribution of titers by immunotype (table 4) re- 
veals few titers greater than 64. Response to vacci- 
nation against type 1 virus was below the limits of 
measurement in 43.5% of instances, to type 2 in 
18.4%, and to type 3 in 35.5%. 


Comment 


The extraordinary susceptibility of pregnant 
women to paralytic poliomyelitis seems well estab- 
lished. Paul * suggests that this vulnerability may 
result from endocrinologic influences, perhaps simi- 
lar in operation to the action of cortisone in increas- 
ing susceptibility of experimental animals.’ This 
study showed that 65% of unvaccinated pregnant 
women lacked antibody in measurable titer to one 
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Rate of decrease in titer of poliovirus neutralizing antibody 
passively acquired by human infants ( “half-life” = 37 days). 
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or more types of poliovirus. Where supplies of 
poliomyelitis vaccine are limited, assignment of 
priority to pregnant women therefore seems justified. 

Two injections of the vaccine given during preg- 
nancy reduced the proportion of women with 
demonstrable antibody from 65 to 18%. Undoubt- 
edly a full course of three or four vaccine injections 
would reduce the proportion still further. Usually, 
however, such a vaccination series cannot be com- 
pleted during pregnancy because the recommended 
interval to the third injection falls after time of 
delivery. 

Von Magnus and associates * used the intradermal 
route for injection of about 420,000 Danish children 
with formalinized poliomyelitis vaccine. Their re- 
port led us to use the pregnant women under study 
in two groups to learn the comparative antibody 
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response to two injections of vaccine, three to four 
weeks apart, given as 0.4 ml. by the intradermal 
route to one group and to the other group sub- 
cutaneously in the recommended 2-ml. divided 
dose. The results indicate an antibody response to 
0.4 ml. of vaccine by the intradermal route, which 
is comparable to the larger antigenic mass given 
subcutaneously. These findings are not in full agree- 
ment with Salk’s experience.’ It may be noted for 
consideration when vaccine supplies are limited 
that results here obtained by intradermal injection 


TABLE 3.—Distribution of Maternal and Newborn Infant 
(Cord) Antibody Titers at Time of Delivery 


Frequency of Antibody Levels 
to Poliovirus Type 


Class or Titer No. % No. % No. Jo 

87 99 91 
Cord blood titer+1 dilu- 
tion of maternal blood... 8 92 90 90.9 78 85.7 
Cord blood titer less by 
2 or more dilutions than 
maternal blood .......... 7 8 9 9.1 13 14.3 
Not measurable .......... 20 7 16 

Total observations .... 107 106 107 


involved use of vaccine stored beyond the expira- 
tion date indicated on the vial (but not beyond the 
acceptable six-month grace period ). 

It is generally accepted that the newborn infant 
is resistant to certain bacterial and virus diseases as 
a result of antibody received from a mother who 
has been immunized by natural infection or previ- 
ous vaccination. The infant at birth usually shows 
antibody at a level equal to or slightly below that 
of the mother. The duration of immunity so con- 
ferred on the infant depends on the rate of elimi- 
nation of antibody from the infant and on the 
amount present at birth. Assuming that a certain 
level of antibody must be present to impart any 


TABLE 4.—Percentage Distribution of Poliovirus Antibody by 
Immunotype Among Seventy-seven Infants Given Two Injec- 
tions of Poliomyelitis Vaccine in the First Year of Life 


Type 
= 
Titer Level 1 2 3 

LOBE OF 0 0 1.8° 
9.3 15.8 11.8 
15.8 31.6 26.4 

35.5 31.6 26.4 
43.5 18.4 35.5 


* One infant had a titer of 1,024 at time of first vaccine injection nine 
weeks previously. Cord blood 14 weeks prior to vaccination showed 
titer of 1:16. This probably represents natural actively immunizing 
experience with live type 3 virus. 


reasonable protection against infection, and since 
the rate of loss of passively transferred antibody is 
uniform, the duration of congenital antibody pro- 
tection is a function of the amount of antibody 
possessed at birth. In the present study, the great 
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majority of infants possessing titers at birth equal 
to or exceeding 1,024 still exhibited measurable 
titers as late as from 9 to 12 months of age. Al- 
though antibodies of such concentration were rare 
in unvaccinated pregnant women, they could be 
produced by two injections of formalinized vaccine 
in a reasonable number of cases (35-52%, see 
table 1). From these studies, it is concluded that 
use of Salk vaccine during pregnancy significantly 
increases maternal protection against poliomyelitis 
and prolongs passive immunity of the newborn 
infant. 

The antigenic response of infants less than 1 year 
of age to two injections of vaccine appeared con- 
sistently inferior to that of pregnant women, ac- 
cording to measurement of response as geometric 
average of fold increase in antibody titer. This 
comparatively poor response may reflect that the 
mothers had experienced some actively immunizing 
contact with poliovirus at some time before vacci- 
nation. After two injections of poliomyelitis vac- 
cine, the percentage distribution of antibody to 
poliovirus immunotypes in the infants resembled 
that in nonvaccinated pregnant women. This find- 
ing, likewise, may mean that the response of many 
women was secondary rather than primary. Anti- 
body levels induced in the infants by reception of 
Salk vaccine were lower than levels of “naturally 
occurring” antibodies in the mother (compare ta- 
bles 1 and 4). 


Summary 


Response of human mothers and their infants to 
immunization with Salk poliomyelitis vaccine was 
assessed through assay of neutralizing antibodies 
in serum specimens. HeLa cells in continuous cul- 
ture and associated techniques developed for mass 
epidemiologic studies were employed for assay of 
antibodies of 186 pregnant women. Before vaccina- 
tion, 35% showed antibodies to all three recognized 
poliovirus immunotypes and 11% showed no de- 
tectable antibody to any type. After two injections 
of vaccine, 82% of 133 pregnant women showed 
measurable antibody to all three poliovirus types. 
Where measurable antibody resulted, production 
by intradermal inoculation of two 0.2-ml. doses of 
vaccine at three-to-four-week intervals was as effi- 
cient as two 1-ml. doses. 

Infants born to tested mothers (a) exhibited 
antibody levels essentially the same as the mother’s, 
according to assay of cord and maternal blood at 
delivery; (b) eliminated half of the passively trans- 
ferred antibody to poliovirus types 1, 2, or 3 in 
about five weeks, without respect to the neonatal 
antibody level indicated by cord blood titer; and 
(c) retained passively acquired antibody in meas- 
urable quantity for a postnatal period related to 
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the level of acquired antibody at birth. After two 
injections of poliomyelitis vaccine, 32.5% of 77 in- 
fants one year of age or less had measurable anti- 
body to all three poliovirus types. Infant response 
to the Salk poliomyelitis vaccine appeared to be 
inferior for all three virus types to that of the group 
of pregnant women. 
1060 Mayo Memorial (14) (Dr. Syverton). 
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In recent years a change has occurred in the 
spectrum of pulmonary infections requiring hos- 
pitalization.' During the winter and spring months 
pediatric wards are no longer filled with numerous 
patients with pneumococcic and streptococcic pneu- 
monia; most of the time such patients are being 
treated satisfactorily with antibiotics in the home. 
There does seem to be, however, an increasing 
incidence of primary staphylococcic pneumonia.* 
To characterize this disease as it has been seen in 
recent years, a detailed analysis has been made of 
75 consecutive patients treated at the Children’s 
Medical Center during a period of approximately 
six and one-half years (1951 through July, 1957.) 
Our presentation of these data will emphasize that 
this is an important entity which requires the atten- 
tion of both physician and surgeon, for a patient 
with staphylococcic pneumonia often needs the 
services of both. 


Criteria for Inclusion of Cases 


We are concerned in this paper only with 
primary pneumonia produced by the hemolytic 
Staphylococcus pyogenes var. aureus. This series 
does not include any of the numerous patients with 
chronic debilitating diseases, such as pancreatic 
fibrosis or agammaglobulinemia in which pneu- 
monia is merely a complicating event and from 
which the lung frequently yields at autopsy a posi- 
tive culture for Staph. pyogenes var. aureus. 

The following criteria for diagnosis of staphy- 
lococcic pneumonia have been used: (1) a positive 
culture for hemolytic Staph. pyogenes var. aureus 
(hereafter designated as “positive culture”) from 
empyema fluid, or from lung parenchyma at au- 
topsy, together with a compatible clinical and 
radiologic picture; or (2) the roentgenographic 
finding of cystic, radiolucent areas in the lungs of 
an infant with active pneumonia. A positive nose 
and throat culture for Staphylococcus in the pres- 
ence of clinical signs of pneumonia is not a valid 
criterion for making the diagnosis of staphylococcic 
pneumonia, inasmuch as a high proportion of pa- 
tients hospitalized for other conditions also harbor 
such organisms.” 


STAPHYLOCOCCIC PNEUMONIA IN INFANCY AND CHILDHOOD 
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Primary staphylococcic pneumonia is an 
important entity which requires the attention 
of both physician and surgeon, for a child 
with this illness often needs the services of 
both. As with any pneumonia in infancy, the 
presenting signs and symptoms may suggest 
an acute abdominal condition. The following 
are the criteria for diagnosis of staphylococ- 
cic pneumonia: (1) a positive culture for 
hemolytic Staphylococcus pyogenes var. 
aureus from empyema fluid, or from lung 
parenchyma at autopsy, together with com- 
patible clinical and radiologic findings, or 
(2) the roentgenographic finding of cystic, 
radiolucent areas in the lungs of an infant 
with active pneumonia. Treatment of these 
patients includes vigorous supportive care, 
blood transfusions, prolonged treatment with 
specific antibiotics, and, frequently, closed- 
tube thoracotomy drainage. 
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Radiologic Findings 


There are several distinctive x-ray findings in 
staphylococcic pneumonia in infancy that are found 
in bacteriologically proved cases and rarely found 
associated with pneumonias of other etiology.* The 
recognition of these characteristic roentgenographic 
changes permits the presumptive diagnosis of 
staphylococcic pneumonia even when one cannot 
obtain cultural proof, either because there is no 
pleural fluid or because the patient has received 
antibiotics previously. 

Distribution.—There may be a focal, segmental, 
or lobar distribution of the infiltration on roentgen- 
ographic examination of the chest. This correlates 
with studies of Reimann’ suggesting broncho- 
genous entrance of bacteria with extension to the 
periphery by way of lymphatics and _ interstitial 
tissues. One may note various stages in a lung at a 
single examination. 

Initially, x-ray examination of the chest of even 
an extremely ill child may reveal very little except 
a faint focal mottling of the lung parenchyma (fig. 
1). This may progress rapidly to patchy consoli- 
dation of peripheral distribution, unlike the peri- 
bronchial infiltration of aspiration pneumonia. At 
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Fig. 1.—Roentgenograms of 18-month-old male referred with diagnosis of intussusception. A, minimal haziness of right 
lung. B, large pleural effusion. C, tension pyopneumothorax. D, expansion of lung on insertion of chest catheter. Lobular 
ectasia, or multiple blebs, is apparent. E, considerable pleural thickening. F, although not taken during inspiration, no residual 
abnormality present. 
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a later stage, coincident with bronchial and alveolar 
necrosis, characteristic of this suppurative pneu- 
monia, multiple cyst-like emphysematous blebs ap- 
pear. These result when air enters the interstitial 
spaces by way of necrotic areas in the small bron- 
chi, becomes trapped, and gives a picture suitably 
described by Neuhauser and Wittenborg ° as “lobu- 
lar ectasia” (fig. 1). This roentgenographic finding 
was present in 65 patients (87%) in this series. 
Those patients in whom this finding was not pres- 
ent were principally older children who presented 
as having neglected empyema (fig. 2). This corre- 
lates clinically with the superior ability of the older 
patient to localize the infection,’ as opposed to in- 
fants, in whom a spreading infection with bron- 
chiolar necrosis seems to be an almost constant 
feature of staphylococcic pneumonia. 
Pneumatocele Formation.—Certain of these small 
cyst-like accumulations of air may then expand 
with alarming rapidity, compressing adjacent lung 
tissue and frequently rupturing into the pleural 
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right; in 22 (29.3%) it was on the left; and in 10 
(13.3%) it was bilateral. We have not encountered 
bilateral pleural complications, such as pneumo- 
thorax, requiring tube drainage of both pleural 
spaces, but certainly this can occur.’ 

It is important to emphasize the great rapidity 
with which the x-ray findings may progress, from 
minimal infiltration to empyema and tension pneu- 
mothorax in a few hours. This is graphically illus- 
trated by a patient (fig. 1) in whom the initial film 
showed only minimal ill-defined localized increase 
in density in the right lower lung field, which pro- 
gressed in 12 hours to a large pleural effusion and 
in 24 hours to a tension pneumothorax, requiring 
decompression as a lifesaving measure. 

It is also worthy of emphasis that there may be 
a complete dissociation of the clinical state of the 
patient and his x-ray findings. Not only may a very 
ill child present few roentgenographic signs ini- 
tially, but later, during convalescence, a child who 
appears clinically well and afebrile may develop 
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Fig. 2.—Roentgenograms of 13-year-old girl. A, unresolved empyema after initial treatment elsewhere. B, appearance after 


space, causing a tension pneumothorax, which usu- 
ally requires immediate decompression. Thirty-four 
patients (45%) in this series did develop such 
pneumatoceles (fig. 3). There were 14 patients 
(19%) with simple pneumothorax, but, more im- 
portant, there were 17 patients (23%) with tension 
pneumothorax. There were four patients (5%) with 
fibrothorax. 

Empyema.—Empyema is the second most fre- 
quent finding, occurring in 53 of these patients 
(71%) (fig. 2 and 4). Indeed, it is rare for empyema 
in an infant to be due to any agent other than 
Staph. pyogenes var. aureus. The combination of 
empyema and pneumothorax (pyopneumothorax ) 
is characteristic of this type of infection. 

Although it is reasonable to presume that most 
cases of pneumonia are bilateral to some degree, 
our findings (by x-ray and clinical examination ) 
showed pneumonia to be confined to one side of 
the chest in the vast majority of these patients. In 
43 patients (57.3%) the pneumonia was on the 


one month of catheter drainage and use of enzymatic débridement. C, essentially normal appearance after decortication. 


tremendous pneumatoceles and a degree of pul- 
monary compression with which one would expect 
great distress to the patient. This is well demon- 
strated in the patient shown in figure 3, in whom 
pneumatocele formation after hospital discharge 
prompted readmission of the child in spite of his 
clinical well-being, for fear that sudden difficulty 
might arise at home, 100 miles distant. 

Duration of X-ray Findings.—It often takes sev- 
eral weeks for the pulmonary roentgenographic 
signs to subside completely; this has prompted the 
continuation of therapy with antibiotics for three 
to six weeks after discharge. Pleural thickening 
may be evident by x-ray for four to six months. In 
no case has permanent change been apparent in 
either lung or pleura on long-term follow-up films. 


Clinical Features 


Incidence.—Figures 5 and 6 depict the yearly 
and seasonal incidence in the 75 patients here 
studied. The total number of patients seen yearly 
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Fig. 3.—Roentgenograms of child. A, with left tension pyopneumothorax, B, satisfactory reexpansion of lung after drainage 
with chest catheter. C, widespread subcutaneous emphysema from active bronchopleural air leak. D, large pneumatoceles, seen. 
at time y discharge, after stable x-ray findings for one week. E, further pneumatocele eg oe on readmission after five 
weeks, F, at six weeks, insertion of new tube, with gradual deflation of pneumatocele. G, at four months, minimal pleural 
thic nid on left side, which later subsided, but normal lung parenchyma. 
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seems to be increasing. Patients have been encoun- 
tered during every calendar month, although there 
is a wintertime preponderance. 

Age and Sex.—As shown in figure 7, there were 
51 males and 24 females in this series. The average 
age was 15 months, with the single largest group 
occurring in the range of 1 to 6 months (a total of 
38 patients [51%]). 


Fig. 4.—Roentgenogram of 2-week-old infant with massive 


empyema. Death occurred shortly after film was taken and 
before drainage could be done. Air bubbles in empyema 
furnish clue of staphylococcic etiology, confirmed by cultures. 


Although this is principally a disease of infancy 
and early childhood, it is occasionally seen in older 
children, as shown in figure 7. The older subjects 
characteristically presented with massive empyema, 
from which Staph. pyogenes var. aureus grew in 
culture, and gave histories of respiratory infections 
treated with antibiotics with only partial improve- 
ment in symptoms. In general, they did not have 
the extreme toxicity, pulmonary bleb formation, or 
pneumothorax seen so often in the infant age group. 

Pathogenesis.—_In the majority of these cases no 
specific history of exposure to staphylococci was 
noted, although 20 patients (27%) were found to 
have cutaneous staphylococcic infections and 15 
patients (20%) gave a history of family exposure to 
respiratory infection or to another infection, such 
as mastitis in the mother. Three cases occurred in 
patients who were already in the hospital conva- 
lescing from various other surgical procedures, 
(harelip repair, pyloromyotomy, and splenectomy 
for thrombocytopenic purpura). Unfortunately, no 
phage typing of these organisms was performed, 
but it is likely that only certain specific types are 
capable of producing such disease as this and that 
many of the patients presenting with staphylococcic 
infections during the entire first year of life have 
“hospital strains” acquired during the infant's stay 
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in the nursery for newborn infants.* (Since comple- 
tion of this analysis, phage typing of the staphylo- 
cocci isolated from empyema fluid has been per- 
formed on several specimens; most were type 80-81 
or 52-42B, so-called hot strains. ) 

Previous Treatment.—Fifty-three children (71% ) 
had been given antibiotics prior to admission to 
this hospital. Thirty-three patients (44%) had been 
hospitalized at other institutions prior to admission 
and were transferred when it became apparent that 
they were not improving on the drug therapy being 
given or that such pleural complications as pneu- 
mothorax had appeared 

Physical Signs.—In 67 patients (89%) there were 
physical signs on admission indicative of pneu- 
monia with pleural complications of empyema or 
pneumothorax. It is significant that eight subjects 
(11%) had no signs referable to the chest initially. 
Two patients had hemoptysis. 

Cultures.——Nose and throat cultures were ob- 
tained in 69 patients, of which 53 (77%) were 
positive for Staph. pyogenes var. aureus. Blood cul- 
tures were obtained from 51 patients, of which 10 
(20%) were positive. Cultures of the empyema 
fluid were obtained in 45 of the 53 patients in 
whom fluid was present (as shown by x-ray), and 
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1957 
Jon-July 
Fig. 5.—Yearly incidence of staphylococcic pneumonia, 
1951-1957 (75 cases). Since completion of this analysis, 
over 25 patients have been admitted to this hospital with 
staphylococcic pneumonia from July through December, 
1957, confirming trend toward increasing incidence. 


35 (78%) were positive for Staph. pyogenes var. 
aureus. In three patients in whom we found typical 
empyema exudate by aspiration, gram-positive 
cocci could be seen readily on smear examination 
of the fluid, but no organism grew out on culture; 
this fact undoubtedly reflected previous adminis- 
tration of antibiotics. Of the 35 patients with posi- 
tive pleural cultures, 5 also had positive blood cul- 
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tures. Blood cultures yielded hemolytic Staph. 
pyogenes var. aureus in five additional patients, in 
whom pleural fluid cultures were not performed. 
We have not resorted to the lung puncture tech- 
nique as reported by Disney” for establishing a 
diagnosis of staphylococcic pneumonia. 

With bacteriological proof of hemolytic Staph. 
pyogenes var. aureus in only 40 (53%) of the 75 
patients in this series, one might well raise the criti- 
cism that pulmonary disease in the remaining pa- 
tients was not due to this agent. As mentioned 
above, however, and previously by Campbell," it is 
possible to rely on typical roentgenographic find- 
ings to make this diagnosis when cultures fail to 
grow because of previous administration of anti- 
biotics, or when no pleural fluid is available for 
culture. 

Antibiotic Sensitivities Complete antibiotic sen- 
sitivity tests were not performed in a number of the 
earlier cases in this series. Disk sensitivity tests 
were done, however, in 46 patients (61%), and in 
40 of these the organisms were resistant to peni- 
cilln. None were reported as resistant to chlor- 
amphenicol or erythromycin. 

White Blood Cell Count.—These patients charac- 
teristically present with an elevated white blood 
cell count. The average value for this series was 
31,000 white blood cells per cubic millimeter. The 
highest value of 104,000 occurred in a 2-month-old 
infant with a tension pyopneumothorax. The lowest 
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Fig. 6.—Seasonal incidence of staphylococcic pneumonia, 
1951-1957 (75 cases). 


count, 600 white blood cells per cubic millimeter, 
was observed in a moribund premature baby who 
died on the second hospital day. 
Tréatment.—These are usually critically ill in- 
fants. Many require, in addition to appropriate 
antibiotics, such vigorous general supportive care 
as blood transfusions, oxygen, humidified atmos- 
phere, and, often, surgical drainage. These babies 
are frequently anemic on admission, with blood 
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hemoglobin values of 7 to 8 Gm. %, secondary to 
overwhelming sepsis and loss of blood constituents 
in formation of empyema fluid. They often benefit 
from multiple transfusions to keep their hemoglobin 
values in the range of 12 to 13 Gm. %, at which 
level they seem to recover better from their illness. 

Therapy with antibiotics must be specific and in 
adequate dosage. One cannot rely on penicillin 
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Fig. 7.—Age and sex distribution of staphlococcic pneu- 
monia, 1951-1957 (75 cases). 


alone, because the vast majority of these organisms 
are resistant to penicillin. Most of these infants are 
now treated at this institution with a combination 
of chloramphenicol and erythromycin as soon as the 
clinical, radiologic, or bacteriological picture sug- 
gests the diagnosis of staphylococcic pneumonia. 
The concomitant use of these two drugs may be 
more effective than either alone, for there is experi- 
mental evidence that the emergence of resistant 
organisms is less likely to occur when they are used 
together.'® We usually administer the drugs by the 
intravenous or intramuscular route initially, switch- 
ing to the oral route only after a satisfactory clin- 
ical response. Usual drug dosages are in the range 
of 100 mg. per kilogram per day for chlorampheni- 
col and 50 mg. per kilogram per day for erythro- 
mycin to a maximum of 2 Gm. per day for each. It 
is current practice to continue this therapy for three 
to four weeks after discharge from the hospital in 
the severely ill patients. The average duration of 
hospital stay in this series was 26 days. Fifty-seven 
of these 75 patients (76%) received chlorampheni- 
col and erythromycin, some in combination with 
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other drugs as well. Eighteen patients (24%) were 
treated with other antibiotics, principally during 
the early part of the series. Figure 8 illustrates the 
chest of a patient treated solely by medical means. 

Closed-tube thoracotomy was necessary in 30 
patients (40%). Enzymatic débridement was em- 
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Surgical Considerations 


Several distinctive features of staphylococcic 
pneumonia are of surgical significance. Foremost is 
the extreme rapidity with which events may pro- 
gress. We have seen a moderately ill child with 
minimal indications of pneumonia change in a few 


Fig. 8.—Roentgenograms of patient treated with chloramphenicol and erythromcyin. A, infiltration, multiple blebs, and 
pleural fluid. B, one pneumatocele. C, essentially normal appearance. 


ployed in 12 patients (16%). Decortication was 
required in four patients (5%); none of these pa- 
tients had been treated initially at this institution, 
but they were referred at a later stage with un- 
resolved empyema and resultant pleural thickening, 
with encasement of the lung. The conditions of all 
patients ultimately cleared completely, with no 
scoliosis resulting. 


Deaths 


There were nine deaths (12%) in this series, four 
in premature babies and all but one in infants 
under 3 months of age. The table summarizes 


hours to an exceedingly distressed baby, at death’s 
door, with a tension pyopneumothorax. This is 
illustrated well by the roentgenograms in figure 1, 
of a 5-month-old male with a distended abdomen 
referred for consideration of an intra-abdominal 
process. Examination revealed minimal signs of 
pneumonia. He developed tension pyopneumo- 
thorax within 24 hours, necessitating insertion of a 
chest tube as a lifesaving measure. 

The use of closed-chest drainage in selected cases 
performs a dual role. First, by evacuation of air 
and pus from the pleural space, there is often an 
immediate improvement in ventilation, a point of 


Staphylococcic Pneumonia: Nine Deaths from Series of Seventy-five Cases 


Age Date 
1 mo. Jan., 1953 


hill course 
2 mo. July, 1953 


Dee., 1953 


May, 1954 


Remarks 
4 Ib. (1,814.4 Gm. premature; treated in hospital for 22 days with penicillin, Bilateral multiple 
streptomycin, sulfadiazine, end oxytetracycline (Terramycin); gradual down- 


Pertinent Autopsy Findings 


lung abscesses 


Respiratory distress for four wk.: referred as diaphragmatic hernia: massive Pneumonia with abscess 
empyema; treatment started with penicillin and streptomycin; died on first 
hospital day, before scheduled drainage could be performed 


formation; empyema; 
skin furuncles; osteo- 
myelitis of skull 


Premature with cough for 2 wk.; treated with penicillin and streptomycin, and Bilateral pneumonia: 
later chloramphenicol (Chloromycetin) and erythromycin; gradual decline. 


left pneumothorax; 
hypoplastic kidneys 


Premature; a twin; respiratory distress since fourth day of life; admitted with Bilateral pneumonia; 
referral diagnosis of tracheoesophageal fistula; pyopneumothorax; tube in- 


left empyema 


serted; died on sixth hospital day: penicillin, streptomycin, chloramphenicol, 


and erythromycin used 
Nov., 1954 


streptomycin, chloromycetin, and 


Three days of anorexia, respiratory distress, and vomiting; massive left em- Massive empyema: 
pyema (fig. 4); therapy with penicillin, 


bilateral pneumonia 


erythromycin started; died on first day in hospital, without drainage 


April, 1955 
June, 1956 


Treated for two months elsewhere jor pneumonia, slowly declining; died two Marked lobar consolidation, 
days after admission: on therapy with chloramphenicol and erythromycin 
Premature admitted in extremis: developed 
with a tube; therapy with penicillin, sulfadiazine, chloramphenicol, erythromy- 


with areas of empyema 


tension pneumothorax, relieved’ Bilateral pneumonia; 


aspiration of feeding 


cin; improved, but then aspirated a gavage feeding. 


Sept., 1956 


Admitted in poor condition with pyloric stenosis: continued to vomit postop- Bilateral pneumonia: 
eratively; developed Staphylococcus infection at site of sealp vein infusion, 


pylorie canal adequate 


then pneumonia with tension pneumothorax; tube inserted; died in six hours; 


inadequate antibiotic dosage 
Nov., 1956 


terioration on second day 


Admitted in acute distress with pyopneumothorax: immediate tube: chlor- Bilateral lung abscesses 
amphenicol and erythromycin; dramatie initial improvement but sudden de- 


(fig. 9); pus in peri- 
eardium 


points of interest regarding these patients. The last 
death is the only one of the nine which came as a 
surprise to those caring for the child; this patient 
was the only one who died in spite of therapy 
which, by present standards, would be considered 
adequate. 


considerable importance when parenchymal in- 
volvement is sufficiently extensive to reduce the 
baby’s vital capacity to a low level. One frequently 
sees a prompt diminution in the over-all toxic state 
of the patient with evacuation of exudate, as shown 
by the patient in figure 3, whose temperature fell 
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from 105 F (40.6 C) to 99 F (37.2 C) in 12 hours 
after removal of 150 cc. of empyema fluid. Second, 
by producing prompt reexpansion of the lung, one 
averts the distressing complication of fibrothorax, 
which eventually requires decortication, a formida- 
ble and not always a satisfactory surgical under- 
taking. 

Indications for Tube Drainage.—One cannot de- 
fine dogmatically the precise indications for use of 
a thoracotomy tube, except to state that it is a 
conservative measure which should be used per- 
haps more often than it is. Certainly, tubes have 
been used in a higher proportion of the patients, 
in the latter part of this series of 75, with gratify- 
ing results, and no complications have resulted 
from insertion of these tubes in the 30 patients 
(40%) treated in this manner. Of the nine patients 
who died, four had had tubes inserted. One died 
of aspiration of a gavage feeding. In another, the 


Fig. 9.—Portion of left lung of infant who died from acute 
staphlococcic pneumonia. Note multiple abscesses. 


tube was inserted at a time when the child was 
already moribund with overwhelming generalized 
sepsis. Two others died with massive bilateral 
pulmonary involvement in spite of adequate evac- 
uation of their empyema and pneumothorax, which 
was unilateral in each patient. It is highly significant 
that only four deaths occurred in those patients 
with complications requiring tube drainage, for 
that group of patients were, generally speaking, the 
most severely ill of the series. 

In general terms, any significant ollection of 
pleural fluid should be drained. It is difficult fur- 
ther to define “significant collection.” If the patient 
is in a toxic condition and does not show a satis- 
factory response after 12 to 24 hours of appropriate 
antibiotic therapy, we regard even a small fluid 
collection as noxious, and we have observed great 
benefit from drainage of even small amounts of 
empyema fluid. Certainly, one should not wait for 
total obscuration of the underlying lung (on the 
roentgenogram) and mediastinal shift before in- 
serting a chest catheter. If there is only a small 
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amount of fluid, and the patient is improving rapid- 
ly, one may be justified in watching him for a few 
days, but not if there is any appreciable collapse 
of the ipsilateral lung. It is imperative to obtain 
frequent roentgenographic examination of the chest, 
especially in the initial days of this disease. Needle 
thoracentesis was performed on 30 patients in this 
series, principally as a single tap for bacteriological 
study of empyema fluid. 

We have tended to avoid repetition of needle 
insertion for several reasons: First, insertion of a 
chest tube is very little more of a procedure and 
is infinitely more effective. We have repeatedly 
observed that chest taps with needles of apparently 
adequate caliber yield only a few cubic centimeters 
of pus, whereas a chest tube used immediately 
thereafter evacuates over 100 cc. of material. Sec- 
ond, there is a real danger of lacerating underlying 
lung parenchyma with a needle’s sharp beveled 
edge as the lung expands. 

A tube should be inserted immediately in any 
case in which a tension pneumothorax develops, 
and it is probably the safest course to take when 
any pneumothorax appears spontaneously early in 
the course of this disease, for a small pneumothorax 
can build up fatal tension in a very short time. If 
faced with such an emergency, without equipment 
ready for immediate insertion of a tube, one can 
always release a tension pneumothorax by insertion 
of an ordinary hollow-bore needle through an inter- 
space. A further refinement consists of attaching a 
piece of rubber tubing to the needle, placing the 
distal end of the tubing just beneath the surface 
of some water in a container, a so-called water- 
seal, which permits egress of air under tension but 
prevents ingress of air on inspiration by the patient. 
It is sometimes impossible to differentiate between 
a loculated tension pneumothorax and a very large, 
thin-walled pneumatocele later in the course of this 
disease, and we have observed no ill-effects from 
insertion of a chest tube directly into such an air 
collection in several instances. 

We prefer the use of 8 to 10 cc. of water of 
suction, combined with a water-seal bottle closest 
to the patient (fig. 10). It is important, and some- 
times overlooked, that the chest tube never be 
clamped during the early phase of this illness, 
such as when the patient leaves his ward to have 
an x-ray examination performed, lest a tension 
pneumothorax should occur. Instead, the child 
should be transported with the tube “on water-seal.” 
The water-seal bottle must, of course, be kept at a 
level somewhat lower than that of the patient, to 
prevent siphoning from the drainage bottle into 
the chest. 

Technique of Insertion of Chest Tube.—It is more 
convenient to perform closed drainage of the chest 
in an operating room, but if an operating room is 
not immediately available, or the infant is too ill 
to move, it can be accomplished readily in the bed 
or in a simple treatment room. The child may be 
positioned sitting upright (fig. 11) or lying on his 
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side, depending on the operator's preference and the 
degree of the patient's respiratory distress. Some 
patients with tension pneumothorax seem to have 
better ventilation in the sitting position during those 
critical minutes before drainage is performed. The 
child must be restrained firmly, but gently, pre- 
ferably by two nurse-assistants. Unless there is a 
loculated collection of air or fluid which indicates 
the most favorable location for the tube, one 
chooses a convenient point in approximately the 
anterior axillary line in the fourth or fifth inter- 
space. This is often slightly higher than would 
seem ideal, by roentgenogram, but one must be 
careful not to position the tube too low, for on 
evacuation of pleural fluid the diaphragm may rise 
and render less effective the drainage from a tube 
placed too low. 

After suitable cleansing of the skin, a very small 
cutaneous incision is made, with the patient under 
local anesthesia, to facilitate passage of the trocar. 
The trocar is pushed in obliquely with a twisting 


Fig. 10.—Two-bottle chest suction apparatus. Bottle on 
left is “water-seal,” closer to patient. Bubbles in it demon- 
strate presence of active bronchopleural fistula. 


action, forcefully, but with restraint to avoid 
plunging deeply into the chest on traversing the 
parietal pleura. Flexing the child’s chest toward 
the opposite side opens the rib interspace and 
facilitates passage of the trocar. After removal of 
the stylet from the trocar, the previously prepared 
and tested tube is inserted, the trocar is withdrawn, 
and the tube is then pulled back into its best posi- 
tion. This position can be determined easily be- 
forehand by marking a ring around the tube with 
a ball-point pen prior to sterilization of the tube, 
so that the tube may be withdrawn to the point at 
which the ring appears at the skin level. The tube 
may be secured to the skin with a single silk suture 
and, for added safety, to the dressing with adhesive 
tape. A critically ill patient with pyopneumo- 
thorax often improves dramatically before one’s 
eyes. 
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The duration of such drainage is variable. It may 
be required for only a few days, or it may be 
necessary for three or four weeks. The average 
duration in this series was 13 days; the longest was 
for 33 days. The tube is kept on suction until there 
is no evidence of further leakage of air or of 
purulent drainage. It may then be put on water- 


Fig. 11.—Child immediately after insertion of chest 
catheter, done in upright position because of extremely 
severe respiratory distress. 


seal for a day or two, then clamped for a day or 
two, and if all is well by clinical and roentgen- 
ographic examination the tube may be removed. 
These tubes have been irrigated with small 
amounts of sodium chloride solution periodically 
to insure patency, but such irrigations should be 
done gently, in order not to flood the bronchial 
tree should a bronchopleural fistula be present. 

It is occasionally necessary to use more than a 
single tube, and one should not hesitate t« reposi- 


Fig. 12.—Relatively simple equipment needed for per- 
forming closed tube thoracotomy. 


tion the first tube or to add a second tube in an- 
other location, if the situation requires such action. 
Six patients in this series required two tubes, and 
three patients required three tubes. Rib resections 
were not performed in any case. No complications 
resulted from the use of these tubes. 

The tubes employed were ordinary red rubber 
urethral catheters with additional holes cut in them. 
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For infants, a 10 to 12 F. tube is adequate; a 14 to 
16 F. tube is required for older children. Figure 12 
illustrates the rather simple equipment one needs 
for this procedure. 

In no case have we observed a bronchopleural 
fistula from staphylococcic pneumonia fail to close 
spontaneously on closed drainage. None of the 
patients required surgical closure. The longest dura- 
tion of air leakage was 31 days. 

Pneumatoceles.—Resolution of pneumatoceles 
may be a slow process, taking weeks or even 
months (fig. 8). As has been emphasized by 
Caffey,'' surgical extirpation of these lesions is not 
necessary, because they disappear spontaneously. 
As previously mentioned, it is sometimes impossible 
to differentiate between a pneumatocele and a 
well-localized, loculated pneumothorax. Under such 
circumstances, with gradual enlargement of the 
cystic space and compression of adjacent lung, we 
have thrust a tube directly into the cyst, with no 
untoward effect, and with deflation of the cyst over 
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Fig. 13.—Roentgenograms of baby with clinical picture of pneumonia and respiratory distress. Multiple “cystic lesions” 
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tube clamped. If either of the above reactions 
occur, the enzymes should be drained immediately 
by unclamping the tube and irrigating with sodium 
chloride solution. These agents are often remark- 
ably effective in liquefying thick pus and facilitat- 
ing drainage. We have observed a moderate degree 
of intrapleural bleeding in two patients after the 
use of enzymes. However, both were children with 
abnormally low platelet counts. 


Differential Diagnostic Considerations 


As with any pneumonia in infancy, the presenting 
picture may seem occasionally to be an acute ab- 
dominal condition. An infant in respiratory distress 
may swallow a sufficient quantity of air to produce 
abdominal distention and further embarrass respira- 
tion. Under such circumstances, nasogastric Levin 
tube suction may be indicated. 

A diaphragmatic hernia with intrathoracic loops 
of intestine may mimic clinically and by roentgen- 
ogram the picture of staphyloccic pneumonia, 


simulate changes in staphylococcic pneumonia (A), which proved to be diaphragmatic hernia with loops of intestine in left 


a period of several days. We have not encountered 
a situation in which it was necessary to excise 
such a pneumatocele as described by Fisher and 
Swenson."* 

Enzymes.—Enzymatic débridement of the pleural 
space has not been used routinely in this institution 
but was employed in 12 patients (16%) in this 
series. It is reserved for those patients in whom the 
pus is, or becomes, thick and tenacious, often with 
large fibrin clots, which cause drainage to become 
ineffective. It is customary to instill 10,000 to 20,000 
units of streptokinase-streptodornase (Varidase ) in 
20 to 30 cc. sodium chloride solution into the 
pleural space through the tube, clamp the tube, and 
let it remain there for approximately four hours. 
The child must be watched closely during that 
time, for some patients get an immediate febrile 
reaction to this agent, and we have observed the 
temporary reopening of a bronchopleural fistula, 
which may become a dangerous situation with the 


pleural space, apparent after ingestion of barium sulfate (B). 


especially if there is compression atelectasis of the 
lung, with fever, secondary pneumonitis, and res- 
piratory distress. Figure 13A shows such a case, 
in which the referral diagnosis was staphyloccic 
pneumonia. The x-ray was indeed suggestive and 
the clinical picture compatible, but figure 13B 
shows the actual pathology to be a large diaphrag- 
matic hernia, with displacement of most of the 
intestine into the left side of the chest. We have 
seen the reverse occur also, that is, a case of 
staphyloccic pneumonia with predominantly basilar 
involvement simulate a diaphragmatic hernia. A 
loculated empyema situated posteriorly in the 
pleural space of an infant may also simulate a solid 
intrathoracic tumor. 


Summary and Conclusions 


Seventy-five consecutive patients, recently ob- 
served, with primary staphylococcic pneumonia were 
treated by the medical and surgical services of the 
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Children’s Medical Center. Bacteriological cultures 
of hemolytic Staphylococcus pyogenes var. aureus 
were obtained from empyema fluid or the lung in 
40 patients (53%) in this series. Typical x-ray find- 
ings of staphylococcic pneumonia were present in 
all other patients. Distinctive roentgenographic 
features included the formation of usually multiple, 
small, pulmonary, radiolucent areas, pneumatocele 
formation, empyema, pneumothorax, and _ rapid 
change from one appearance to another. 

Males outnumbered females by a 2:1 ratio. Al- 
though principally a disease of infants, occasionally 
cases occurred in older children. A significant num- 
ber of patients had concomitant cutaneous staphy- 
lococcic infections. Many had previously received 
antibiotic treatment. Physical signs of pneumonia 
were not present initially in some patients. 

We stress the need, in treatment of these pa- 
tients, for vigorous supportive care, blood trans- 
fusions, prolonged treatment with specific antibi- 
otics, and, frequently, closed-tube thoracotomy. 
Closed-tube thoractomy must be regarded as a 
conservative measure which is simple to perform 
and often lifesaving. Among the indications for 
insertion of a closed-thoracotomy tube are a signifi- 
cant collection of pleural fluid and tension pneu- 
mothorax. Attention should be paid to the proper 
technique of such drainage. 

Enzymes have been employed in some patients 
whose illness is complicated by empyema. Differ- 
ential diagnostic considerations which have been 
encountered include abdominal emergencies, dia- 
phragmatic hernia, and intrathoracic tumor. Nine 
deaths occurred in this series, and pertinent facts 
related to them have been listed. Staphylococcic 
pneumonia is an important entity with which physi- 
cian and surgeon alike should be familiar, since a 
high proportion of patients require the services of 
both. 
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period with aluminum phosphate adsorbed or aluminum hydroxide adsorbed 
diphtheria-tetanus toxoid and pertussis vaccine, combined. The infants were 
observed up to 1 year following completion of the series of three inoculations. Based 


Tree VACCINES.—A group of infants was inoculated during the neonatal 


on diphtheria antitoxin titrations, responses to the aluminum phosphate and alumi- 
num hydroxide absorbed antigens were comparable. Based on pertussis agglutination 
titers 1 month and 1 year following vaccination, the aluminum phosphate was better 
than the aluminum hydroxide adsorbed preparation, Better combined protection 
against diphtheria and pertussis followed inoculation with the aluminum phosphate 
adsorbed antigens. No differences in local or systemic reactions following the two 
types of antigens were observed. The data confirm the desirability of a fourth dose 
or booster dose at 1 year of age when inoculation is begun during the neonatal 
period.—L. S. Goerke, M.D., Pauline Roberts, M.D., and J. M. Chapman, M.D., 


Neonatal Response to DTP Vaccines, Public Health Reports, June, 1958. 
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FIVE-YEAR FOLLOW-UP STUDY OF MEN WHO RETURNED 
TO WORK AFTER A MYOCARDIAL INFARCTION 


Morris M. Weiss Sr., M.D. 


Morris M. Weiss Jr., M.D., Louisville, Ky. 


Most physicians agree that a great many individ- 
uals who survive an acute myocardial infarction can 
and should make an economic recovery. It is well 
documented that over 50% of those who recover 
from a myocardial infarction return to work.’ Some 
elect to retire in the absence of disabling symptoms. 
There are varied reasons for this decision: enticing 
disability insurance, inability to change work classi- 
fication, forced retirement on account of age, state 
of the economy as influencing the number of un- 
employed, accessability of welfare funds, and the 
emotional reaction to the illness. In addition, there 
are occupational hazards which must be avoided 
by an individual who has had an infarction and 
which might preclude reemployment. This has been 
discussed in a previous report." 

There is need for follow-up studies of men who, 
after their first myocardial infarction, became em- 
ployable to a degree as to constitute economic re- 
habilitation. Conner and Holt ? reported that, of 117 
patients with their first attack of coronary throm- 
bosis, 75% were in good health at the end of one 
year after this attack and 21% at the end of five 
years. By good health was meant a state of health 
which permitted the patient to live his accustomed 
life and to regard himself as essentially well. Not 
all were entirely free of symptoms, but these symp- 
toms were not sufficient to cause the patient to 
modify his mode of life or to prevent his working. 
Levine and Phillips * found that 18 (32%) of 56 
men with myocardial infarction who had returned 
to work for a shipbuilding company were still 
working at the end of a year. Chambers * found 
that over 50% of his patients who survived a myo- 
cardial infarction for a year, with or without a re- 
currence, were working either full or part time. 
Others have stated that of those who returned to 
full capacity or who had only partial disability 
after an infarction, 40% died within five years."* 
Crain and Missal * reported from the Eastman Ko- 
dak Company that 65% of 151 reemployed individ- 
uals who had myocardial infarction continued to 
work for five or more years. Master, Jaffe, and Kis- 
sane ° reported that 41% of 200 individuals (men 
and women) returned to full employment after cor- 
onary occlusion and maintained this employment 
for an average of seven years. 


Associate Professor of Medicine (Dr. Weiss Sr.), and Student Re- 
search Scholar (Dr. Weiss Jr.), University of Louisville School of 
Medicine. Dr. Weiss Jr. is now interning at Pennsylvania Hospital, 
Philadelphia. 


In a five-year follow-up of men who had 
a myocardial infarction, 431 returned to some 
form of gainful employment in an average 
time of three months after their first infarc- 
tion. In general, the onset of economic re- 
habilitation paralleled the functional cardiac 
status, but many patients returned to work 
despite symptoms of coronary insufficiency or 
heart failure. This particularly applied to phy- 
sicians. Within 5 years, 33% (143 patients) 
had died or had retired. The younger patients 
worked longer than the older ones. Sixty- 
seven per cent of the 143 patients had died. 
It is of coincident interest that seven men in 
their eighth decade returned to gainful em- 
ployment. 


Nature of Study Group 


The present report is a five-year follow-up study 
of men who returned to work after their first myo- 
cardial infarction. Since there were only a few re- 
corded instances in employed women, they were ex- 
cluded from this study. All the patients were seen 
in private practice. Only those with characteristic 
clinical and eletrocardiographic evidence and those 
whom the onset of the infarction could be deter- 
mined with certainty were selected. None of the pa- 
tients received any special long-term medical ther- 
apy or surgery designed to improve the coronary 
artery circulation. 

Four hundred thirty-one men met the above cri- 
teria. This represents a total of 95% available for 
follow-up study. The period during which the myo- 
cardial infarction had its onset ranged from Jan. 1, 
1940, to Jan. 1, 1953, and the patients were followed 
until Jan. 1, 1958. Previously a five-year work study 
was done on only 117 patients observed from 1940 
through 1944.’ 

Since all the patients were seen in private prac- 
tice, the majority were in some aspect of business 
or the professions or were “white collar” workers. 
There were few “unskilled” laborers. 


Results 


As to age of the patients at the time of onset of 
infarction, the majority (80%) were below the age 
of 60 years. This was to be expected, since older 
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men are more likely to have been retired or will 
retire or be unable to work after an infarction. It is 
of coincident interest that seven men in their eighth 
decade returned to gainful employment. In the age 
group 60-69, there were 81 patients; 50-59, 187; 40- 
49, 120; 30-39, 35; and 20-29, 1. 

Within five years 143 (33%) had ceased work due 
to death or retirement; 288 (67%) worked more 
than five years after the infarction. 


TABLE 1.—Relation of Age at Onset of Disease to Duration 
of Work After Infarction 


Worked Less 


Worked More 
Than 5 Yr., No. 


Age Group, Yr. Than 5 Yr., No. 


0 1 
9 26 

34 

59 128 

37 44 

4 3 

148 


Table 1 shows the age of the patient at the time 
of the onset of the infarction and the work status at 
the end of five years. Obviously younger men will 
work longer than the older ones. It is noteworthy 
that three patients who had the onset of their in- 
farction after the age of 70 vears were still working 
at the end of five years. 

Table 2 lists the duration of work after infarction 
of the 143 patients who retired or died within five 
years. The major cause for termination of work was 
death. In this category is included only those who 
died suddenly or after only a short illness. Sixty- 
seven per cent died within five years, whereas in 
this same interval only 33% retired after returning 
to work. The yearly deaths were approximately the 
same for each of the five years. Of those who even- 
tually retired, few did so within the first two years. 
Some of those who retired subsequently died, but 
they are not included in the group who died within 
five years. The detailed causes for death are not 
listed. In a previous report’ it was found that car- 
diovascular disease was responsible for 82% of the 
deaths which occurred within five years after the pa- 
tients’ returning to work after a myocardial infarc- 
tion. The exact incidence of death from another 
myocardial infarction could not be determined, 
since many patients did not live long enough in 
their final illness to have electrocardiographic ex- 
aminations and since an insufficient number of au- 
topsies was performed. Sudden or relatively sudden 
death occurred in 25% of the patients who died. 

We were unable to secure a control group for 
this study. Those who did not work after the in- 
farction were too ill to return to work, were already 
retired, or were in the “retirement” age and thus 
were older than the majority of those who returned 
to work. Master and Dack * found that 53% of 415 
individuals who had a myocardial infarction re- 
turned to work. The number of subsequent attacks 
of myocardial infarction, the number of patients 
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who developed congestive failure, or the number of 
those who subsequently died was no greater in the 
working: group than in those who did not return to 
work (even though the nonworkers included a large 
number of extremely ill patients). Reports from 
work classification units ° are in accord in that con- 
tinued regulated employment had no adverse effect 
on the course of patients with myocardial infarc- 
tion, but controls are not mentioned. Billings and 
associates '* found that the mortality rate for pa- 
tients with myocardial infarction (not all were 
studied from the first attack) who were able to re- 
turn to some type of useful activity was higher than 
that of the normal population of Tennessee for the 
first two years after infarction only. After three years 
it paralleled that for the Tennessee population of 
the same age, sex, and racial distribution. 


Comment 


The patients in this study returned to some form 
of gainful employment in an average time of three 
months. There were no fixed criteria for the decision 
to return to work. Each patient had his own physi- 
cal, psychological, and economic problems which 
required evaluation. Consultation with employers, 
personnel managers, and company physicians was 
valuable in establishing early rehabilitation. The 
type of disability insurance which the patient has 
may influence the decision as to when full-time work 
is resumed. The more liberal the policy, the longer 
will the individual be tempted to remain away from 
his job. Since sudden or relatively sudden death can 
occur in 25% of those who ultimately die, men en- 
gaged in work hazardous to their fellow employees 
or to the public—such as crane operators, bus driv- 
ers, and railroad engineers—were encouraged to 
seek other employment. Time was required to find 
another job. 


TaBLe 2.—Duration of Work After Infarction of 143 Patients 
Who Retired or Died Within Five Years 


Died, No 
2 23 
7 21 
2 15 
1 17 


20 


Work Period, Yr Retired, No. 


1 


In general, the onset of economic rehabilitation 
paralleled the functional cardiac status, but many 
patients returned to work despite symptoms of cor- 
onary insufficiency or heart failure. This particu- 
larly applied to physicians. No attempt was made 
to analyze the duration of work as compared to the 
functional status of the heart on the patient’s return 
to work. Obviously, the patient who has made a 
good functional recovery will live and work longer 
than one who survives the initial impact but is dis- 
abled by congestive heart failure, angina pectoris, 
or a cerebral embolism. It has previously been 
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stated '° that the complaints of the patient are the 
best guide toward his employment and that elab- 
orate hemodynamic studies to determine the integ- 
rity of the myocardium or the coronary circulation 
are not necessary. Others agree that no single physi- 
cal finding or test can be a prognostic guide in re- 
gard to return to work.* 

Judicial interpretation of the Workmen’s Com- 
pensation Act can be a deterrent toward the reem- 
ployment of individuals who have had an infarc- 
tion. But none of the patients in this report who had 
another myocardial infarction or who developed 
heart failure claimed that it was due to their work 
and hence was compensable. The individual who 
could return to work but who claims that he is un- 
able to do so must be treated with psychotherapy. 


Summary 


A five-year follow-up study was made of 431 men 
who returned to work after their first myocardial in- 
farction. All occupations were represented, but the 
majority of patients were in some aspect of busi- 
ness, either in an executive or in a sales capacity, 
were in a profession, or were “white collar” workers. 
Eighty per cent were below the age of 60. 

Within fivé years, 33% had ceased work because 
of death or retirement. The younger patients 
worked longer than the older ones. Sixty-seven per 
cent of the 143 patients who ceased work did so 
because of death. Return to some form of gainful 
employment occurred in average time of three 
months. Complaints of the patient were the best 
guide toward employment. No single physical find- 
ing or test can be a prognostic guide in regard to 
return to work. None of the patients who had an- 
other myocardial infarction or who developed heart 
failure claimed that it was due to their work and 
hence entitled them to compensation under the 
Workmen's Compensation Act. 
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RADICATION OF CONTAGIOUS DISEASE.—When Pasteur destroyed the 
concept of spontaneous generation of infectious disease, the concept of eradica- 
tion of the causative agents of communicable diseases became inevitable. 

Etymologically, the word “eradicate” comes from the Latin and means to take out by 
the roots—to extirpate. Prior to Pasteur, medicine used the verb “eradicate,” and the 
noun, “eradicative,” in relation to disease in the individual patient. Today the term 
“disease eradication” means the complete elimination of all sources of infection or 
infestation so that, even without all preventive measures, the disease does not reap- 
pear. In 1888, Chapin, commenting on Koch’s discovery of the tubercle bacillus, 
boldly declared, “There is no theoretical reason why a purely contagious disease like 
tuberculosis cannot be exterminated. If we can prevent the spread of contagion at all, 
we can prevent it entirely.” Similar visions of liberating the human race from malaria, 
yellow fever, hookworm, and other diseases have arisen as the mechanisms of trans- 
mission of these diseases have been found and methods of prevention devised.—F. L. 
Soper, M.D., International Health in the Americas, The Journal Lancet, June, 1958. 


In 1946 vagotomy, as advocated by Dragstedt,’ 
became an acceptable, though not necessarily an 
accepted, procedure utilized in the surgical treat- 
ment of peptic ulcer in the greater Los Angeles 
area. It became rapidly apparent to all concerned 
that, because of the resultant gastric atonia asso- 
ciated with the use of this procedure alone, va- 
gotomy had, of necessity, to be combined with 
some type of drainage procedure, such as gastro- 
jejunostomy or pyloroplasty.? Because of the influ- 
ence of the more conservative authors of the era, 
such as Walters * and Leahey,* many surgeons in 
this area continued to utilize only the standard 
gastrectomy in the surgical attack on this disease. 
Others,” including ourselves, believed that combin- 
ing vagotomy as an adjunctive procedure with gas- 
tric resection offered the patient the best opportu- 
nity for a long-term cure. Experimental and clinical 
evidence to support the latter view are common- 
place in medical literature® and need not be 
reported here. 


Methods and Materials 


Realizing that the experience of many years 
would be required to fully evaluate any forms of 
treatment for peptic ulcer, we instituted on Jan. 1, 
1946, a carefully monitored follow-up of all patients 
with this disease variously treated surgically in a 
private hospital of 250 beds in a large metropolitan 
area. 

There were 17 operating surgeons involved, all 
of whom were either fellows of the American Col- 
lege of Surgeons or certified by the American 
Board of Surgery, or both. Because the patients 
were all private and relatively nonitinerant, the 
follow-up included more than 90%, covering the 
10-year period of this report (see table). There 
were 538 definitive operations performed on 519 
patients during the decade which terminated on 
Jan. 1, 1956. The follow-up study was continued to 
Jan. 1, 1958, however, so that no patient is reported 
less than two years postoperatively. Present medi- 
cal literature contains several similar reports from 
large university and veterans’ hospitals,’ but we 
have reason to believe that, because of the very high 
percentage of follow-up reports obtainable among 
private patients of permanent residence, the results 
reported here may be significant. 
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Evaluation of results obtained by various 
forms of surgical treatment for peptic ulcer 
has been determined for the following cate- 
gories: (1) postoperative mortality; (2) com- 
plications during operation; (3) immediate 
postoperative complications; and (4) later 
complications. It is in the last group that the 
inadequacy of the ideological method of 
treatment, rather than of technical factors, 
becomes manifest. Vagotomy lends some, 
though incomplete, protection against stomal 
ulcer, when combined with gastrojejunos- 
tomy. The addition of vagotomy as an ad- 
junctive procedure to gastric resection ap- 
pears to protect against stomal ulceration. 
The long-term results from definitive opera- 
tions for stomal ulcer using transthoracic 
vagotomy and/or gastric resection are found 
to be reasonably satisfying. 


Evaluation of results obtained by various forms 
of surgical treatment in this series has been deter- 
mined with the following categories: (1) post- 
operative mortality; (2) complications during sur- 
gery; (3) immediate postoperative complications; 
and (4) later complications. All surgeons are quite 
familiar with categories 1, 2, and 3, but reemphasis 
of technical inadequacies of any form of treatment 
cannot but be of constructive interest to all con- 
cerned. However, it is with category 4, later com- 
plications, that we are particularly concerned. It is 
in this group that the inadequacy of the ideological 
form or method of treatment, rather than of techni- 
cal factors, becomes manifest. It is in this category 
that the element of time becomes significant, as 
anyone studying the findings herein will conclude. 
Here one finds the failures manifested by recurrent 
peptic ulceration, objectively manifested by bleed- 
ing, perforation, or undisputed roentgenographic 
evidence or found on surgical exploration. No 
attempt has been made to evaluate subjective 
symptomatology. 

The various types of peptic ulcers treated sur- 
gically during the period of this report are demon- 
strated in the table. The customary ratio of duo- 
denal to gastric ulcer and of male to female is 
observed. There is an unusually high incidence of 
stomal ulcers (6.3%), which we will discuss later. 
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The over-all postoperative mortality in this series 
(29, or 5.4%) is higher than one might expect and 
certainly higher than one might desire. The causes 
of this mortality will become obvious as the fol- 
lowing material is presented. Eleven patients (2% ) 
died of perforation or bleeding without benefit of 
surgery; 35 (6.5%) died later of other causes; and 
51 (9.5%) were lost to follow-up. 


Duodenal Ulcer 


Gastrectomy Alone for Duodenal Ulcer.—A total 
of 207 patients (151 male and 56 female) with 
duodenal ulcer (48.4% of all patients with duodenal 
ulcer) were treated by orthodox gastric resection 
without adjunctive procedures. The great majority 
were treated by typical Billroth 2 procedures, with 
or without Hofmeister modifications, some anterior 
and some posterior in about equal ratio. The Bill- 
roth 1 operation was utilized in about 10% of the 
patients. All apparently had “adequate” amounts 
(50% or more) of the stomach removed. There 
appeared to be no significant correlation between 
the type of gastric resection and the immediate or 
long-term results obtained in this series. 

There were 13 postoperative deaths, or an oper- 
ative mortality of 6.2% in this group (see table). 
Complications during surgery occurred in five pa- 
tients (2.4%): injury to the common duct in two, 
cardiac arrest in one, laryngospasm requiring 
tracheotomy in one, and hemorrhage in one. Im- 
mediate postoperative complications occurred in 
49 patients (28%): leakage of the duodenal stump 
in 7, duodenal fistulas in 3, pancreatitis in 4 (with 
fistulas in 2), hemorrhage in 8, obstruction of 
stoma in 16, wound dehiscence in 5, leakage of 
anastomosis in 1, pulmonary embolism in 4, and 
myocardial infarction in 1. Later complications, 
representing the long-term failure of treatment, 
occurred in 16 (7.7%): recurrent bleeding in 4 
(one to four years postoperatively), malfunction- 
ing stomas in 3, and stomal ulcers in 9, or 4.3% (on 
the average of four years postoperatively ). 

Vagotomy Alone for Duodenal Ulcer.—There 
were six patients (all male) in whom vagotomy 
alone, either transthoracic (two) or transabdominal 
(four), was performed for duodenal ulcer. They 
were all done in the “early vagotomy period,” in 
the flush of enthusiasm for a newly publicized pro- 
cedure. Although this form of treatment resulted in 
no postoperative mortality, the immediate and later 
complications were so major as to discourage its 
use as a primary method of treatment forthwith. 
Immediate postoperative complications occurred in 
three (50%): pulmonary embolism in one, gastric 
atonia in one, and neurogenic ileus in one. Later 
complications occurred in two (33%): recurrent 
duodenal ulcer requiring gastric resection in one, 
five years postoperatively; and persistent gastric 
atonia requiring gastrojejunostomy in one, one 
month postoperatively. Transthoracic vagotomy 
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per se, however, still has an active place in the 
treatment of stomal ulcer and will be discussed 
further in its proper place. 

Pyloroplasty with Vagotomy for Duodenal Ulcer. 
—Weinberg and associates * have for several years 
advocated pyloroplasty with adjunctive vagotomy 
as the most satisfactory surgical treatment for 
duodenal ulcers and have reported excellent results 
from relatively early follow-up studies on several 
hundred patients. The impact of their work, how- 
ever, was apparently lightly felt by the particular 
surgeons concerned in this report, in that only 15 
patients, or 3.5% (11 male and 4 female), were so 
treated. There were no postoperative deaths and 
no known later complications after an average of 
four years. One patient (6.6%) had immediate 
postoperative complications (wound dehiscence ). 
It is to be noted that though not statistically sig- 
nificant, both the immediate and long-term results 
in these few patients so treated were excellent. 

Gastrojejunostomy Alone for Duodenal Ulcer.— 
In the 1920's and early 1930's gastroenterostomy 
was, because of its relatively low mortality for the 
period and its relatively good early results, the 


Analysis of 538 Cases (in 519 Patients) of Peptic Ulcer 
Total 
Patients, Male, 
Type ot Uleer N No 
Total duodenal 
Total gastric 
Combined 
Channel 
Stomal . 


Totals 410 128 


most popular surgical treatment for duodenal ulcer. 
Then it became apparent that, as time passed, a 
large percentage of stomal ulcers developed in the 
patients so treated, and, as Finsterer, Polya, Gar- 
lock, and others demonstrated the facility with 
which gastric resection could be performed, gas- 
troenterostomy was no longer used. However, be- 
cause of its simplicity and its success as a drainage 
procedure, many surgeons continued to use it for 
those patients in whom stenosis at the pylorus re- 
sulted from a chronic ulcer. This procedure is 
acceptable today in the relief of pure stenosis, in 
the older age group, due to cicatricial scarring of 
a healed duodenal ulcer. But that this is performed 
with some hazard even in this age group is demon- 
strated by our findings in the follow-up of 37 pa- 
tients (29 male and 8 female) so treated. The aver- 
age age of this group was 60 years. There was one 
postoperative death (2.7%). Immediate postoper- 
ative complications occurred in three (8%): ob- 
struction of stoma in two and coronary occlusion 
in one. Recurrence rate in 11, or 30%, as evidenced 
by recurrent bleeding (in 5 two months to five 
years later) or stomal ulcer (in 6, or 16.2%, on an 
average of two and one-half years later), was 
shown. Obviously the ulcer diathesis was. still 
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prominent in a significant number of patients, re- 
gardless of age. For this reason the use of gastro- 
jejunostomy alone for the treatment of stenosing 
duodenal ulcer is to be discouraged. 

Gastrojejunostomy with Vagotomy for Duodenal 
Ulcer.—Gastrojejunostomy was combined with va- 
gotomy by Dragstedt and others, originally as 
purely a drainage procedure for the denervated, 
atonic stomach. Others thought to utilize vagotomy 
as an adjunctive procedure with gastrojejunostomy 
in order to deal with the cephalic phase, during 
which, by way of the vagus nerves, there is hyper- 
secretion of digestive acid. Later evidence has 
shown that gastrojejunostomy may also tend to 
favorably influence the gastric or hormonal phase 
by decompressing the antrum. Whatever the ra- 
tionale, these two procedures have been combined 
in the treatment of duodenal ulcer 58 times (in 54 
males and 4 females) in this series. 

There was no operative mortality, and only one 
(2%) immediate postoperative complication (ob- 
struction of stoma). The long-term results, how- 
ever, appear disappointing. There were 10 patients 
(17%) in whom failure in treatment was mani- 
fested by recurrent bleeding (2), malfunctioning 
stoma (2), recurrent duodenal ulcer (1), or dem- 
onstrated stomal ulcers (5, found on the average 
of four years postoperatively ). A stomal ulcer rate 
of 8.6% is inordinately high. The comparative fig- 
ure for the previous group in which no vagotomy 
was done was 16.2%. One wonders, then, whether a 
complete vagotomy was performed in over 50% of 
the patients in the latter group. Another point of 
interesting comparison is the occurrence of stomal 
ulcers on the average of four years postoperatively 
in the vagotomized group as against two and one- 
half years in the group without vagotomy. Appar- 
ently, then, vagotomy does lend some, though in- 
complete, protection against stomal ulcer, when 
combined with gastrojejunostomy. 

Gastrectomy with Vagotomy for Duodenal Ulcer. 
—On the basis that the most practical manner in 
which to deal with both the cephalic and antral, or 
hormonal, phases of the ulcer diathesis would be 
the addition of vagotomy to gastric resection, many 
physicians have of recent years advocated this 
combination. Thirty-four such patients (8%, com- 
prising 29 males and 5 females) are included here. 
Although the discrepancy in the number of pa- 
tients is considerable, being 34 as compared to 207, 
it is of interest that the postoperative mortality is 
3% (one patient) in the vagotomized gastrectomy 
group as compared to a 6% mortality in the group 
who had only gastrectomy. One sees an equivalent 
improvement in the immediate postoperative com- 
plications, 14.7% (five patients) as compared to 
28% in the latter group. (Of these five patients, two 
had leakage of the duodenal stump, one had acute 
pancreatitis, one had malfunctioning of the stoma, 
and one had myocardial infarction.) Of course, it 
would be absurd to say that the addition of va- 
gotomy to gastric resection reduced the chances 
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for mortality or postoperative complications. This 
apparent paradox is best explained by the suppo- 
sition that those few surgeons in this group who 
utilized the combined procedure were technically 
superior to those who did not. However, it is im- 
portant to note that in the eight years in which this 
type of case has been followed, no recurrence or 
stomal ulcer has been found (patients were fol- 
lowed from two to eight years, on an average of 
four and one-half years ). The addition of vagotomy 
as an adjunctive procedure to gastric resection then 
appears, in this small series at least, to protect 
against stomal ulceration. The resections in this 
group were mainly of the “conservative” type, that 
is, hemigastrectomies. 

Repair of Perforated Duodenal Ulcer.—Forty pa- 
tients (31 male and 9 female) with perforated 
duodenal ulcers (9.4% of total duodenal ulcers ) 
treated by suture closure are included in this re- 
port. During surgery, one patient (2.5% ) developed 
cardiac arrest, treated with massage. Immediate 
postoperative complications occurred in four pa- 
tients (10%): fatal peritonitis, circulatory collapse, 
perforation of an associated gastric ulcer, and mas- 
sive hemorrhage. 

There was a postoperative mortality of 10%, com- 
paring favorably with that of most reported series. 
On review of the cause of death, it is apparent that 
only two patients could possibly have benefited 
from a primary gastric resection. Since elective 
gastric resection for nonperforated duodenal ulcer 
carries with it a substantial mortality (6.2% in this 
series ), the routine performance of primary gastric 
resection for perforated duodenal ulcer seems 
hardly justified, in spite of recent enthusiasm for 
this procedure in the literature." At least half of 
the patients reported in the present series who died 
entered the hospital in a dying state with a per- 
foration of many hours’ duration. We share the 
opinion of others that gastric resection should be 
reserved for selected patients with very early per- 
foration and minimal peritoneal contamination, in 
spite of the fact that nine (22%) of the patients 
treated by suture closure developed recurrence 
(recurrent duodenal ulcer, requiring surgery within 
from one month to four years in eight and recur- 
rent duodenal ulcer treated medically in one). 


Combined Ulcers 


There was a total of 29 patients (19 male and 
10 female) in this series in whom both active 
duodenal and gastric peptic ulcers were found at 
surgery. Twenty-six of these were treated by ortho- 
dox gastric resection, and the long-term results are 
essentially the same as reported here for orthodox 
gastrectomy for duodenal ulcer alone. In other 
words, the associated gastric peptic ulceration did 
not tend to significantly alter either favorably or 
unfavorably the later occurrence of complications. 
There was one postoperative death (3.4%). Imme- 
diate postoperative complications occurred in five 
patients (17%): wound dehiscence in two, leakage 
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of the duodenal stump in two, and hemorrhage in 
one. Later complications occurred in two patients 
(6.8%): stomal ulcer in one (four years postoper- 
atively) and gastrojejunocolic fistula in one (three 
years postoperatively ). The reader is referred to the 
results reported hereafter for correlation with the 
above. It is to be noted also that three further 
patients with combined ulcers were treated by 
combined gastrectomy and vagotomy without ob- 
served early or later complications. 


Gastric Ulcer 


Gastrectomy for Gastric Ulcer.—Eighty-five per 
cent (67 patients) of the peptic gastric ulcers oc- 
curring during this period were treated by gastric 
resection, the remainder by suture of perforation 
only. There was the usual two-to-one ratio of male 
to female (45 male and 22 female) and consistently 
reported low operative mortality (1.5%) after re- 
section. This is because of the comparative simplic- 
ity of the technical handling of the uninvolved 
duodenum. Immediate postoperative complications 
occurred in three patients (4.5%): leakage of the 
duodenal stump in two and cerebrovascular acci- 
dent in one. However, in 67 patients reported here, 
later complications found on long term follow-up 
are seen to occur in four patients (6%). Two had 
stomal ulcers (on an average of three years post- 
operatively) and two had bleeding. This is a much 
higher recurrence rate than is usually reported * and 
quoted for the surgical treatment of peptic gastric 
ulcers. One sees that this figure approximates the 
recurrence rate observed after gastric resection for 
duodenal ulcer. No explanation of this discrepancy 
with the published and quoted medical literature is 
immediately at hand. One wonders whether the 
long-term results after gastrectomy for benign gas- 
tric ulcer elsewhere might not bear further evalua- 
tion. Carcinomatous degeneration was observed in 
three patients (4.5%). Two of these patients are 
known to be alive and well eight years after con- 
servative resection. 

Repair of Perforated Gastric Ulcer.—Fifteen per 
cent of the benign ulcers in 12 patients (8 male and 
4 female) were perforated on admission to the 
hospital, and they were treated by simple suture 
closure. Five of these 12 patients (41.6%) died 
postoperatively from pulmonary embolus, acute 
myocardial failure, fatal hemorrhage from an asso- 
ciated duodenal ulcer, reperforation of a sutured 
ulcer, and peritonitis. Two of the patients who died 
were under corticosteroid therapy at the time of 
perforation, a circumstance that certainly contrib- 
uted to the open perforation and probably to the 
fatality. Two of the remaining fatalities could con- 
ceivably have been prevented had resection been 
resorted to at the time of the repair of perforation. 
Three patients (25%) developed recurrent ulcer- 
ation requiring gastric resection. These findings 
strongly advocate the performance of primary gas- 
tric resection for perforated gastric ulcer, if cir- 
cumstances permit. 
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Stomal Ulcer 


Thirty-one patients (26 male and 5 female) 
with stomal ulcers were treated surgically during 
this 10-year period. These patients represented 
5.1% of the total cases of peptic ulcer of all types 
encountered. However, if one deducts from the 
total the 29 patients who died postoperatively, the 
stomal ulcer occurrence rate is increased to 6.3%. 
As we have seen, there is no significant difference 
in the rate of stomal ulcer occurrence that follows 
gastric resection for peptic ulcers of either gastric 
or duodenal location. Twenty-one cases followed 
gastrojejunostomy. The average length of time at 
which stomal ulceration was treated in this group 
(12.5 years postoperatively) is distorted by the 
inclusion of two cases occurring in twins 30+ years 
after gastrojejunostomy in early infancy for pyloric 
obstruction. We have already noted that two and 
one-half years is the average time at which stomal 
ulceration appears. However, one must take into 
account the fact that this complication may occur 
at any time during the subsequent lifetime of such 
a patient. 

Ten of the cases followed gastric resection and 
occurred on the average of 3.5 years postoper- 
atively. These cases represented one-third of the 
total and were encountered one-half as frequently 
as stomal ulcers after gastrojejunostomy. These 
figures indicate grossly the known superiority of 
gastric resection over gastrojejunostomy in the treat- 
ment of peptic ulcer. 

The postoperative mortality was 9.7% (3 pa- 
tients) in the surgical treatment of this group. Of 
the 21 patients with stomal ulcers that followed 
gastrojejunostomy, 2 were treated by pyloroplasty 
( gastrojejunostomy had been done in infancy) and 
18 were treated by gastric resection with conven- 
tional abdominal approach, with one death. Of the 
10 patients with stomal ulcer that followed gastric 
resection, 5 were treated by transthoracic vagotomy 
and 2 by re-resection without mortality. Three 
patients were treated by simple suture of perfora- 
tion, with one death. The remaining death fol- 
lowed a pyloroplasty with subdiaphragmatic va- 
gotomy. 

Recurrence of stomal ulceration occurred in 4 of 
the 31 patients (12.9%). Two of these followed 
simple suture of perforation. One followed trans- 
thoracic vagotomy, and one followed gastric re- 
section. The over-all long-term results from defini- 
tive surgery for stomal ulcer utilizing transthoracic 
vagotomy and/or gastric resection are seen to be 
reasonably satisfying. However, prophylaxis against 
stomal ulcer by the utilization of the combination 
of these two methods as the primary treatment of 
peptic ulcer requiring surgery appears definitely 
indicated. 

Summary 


A 10-year follow-up study was done of 519 pa- 
tients with peptic ulcer treated by a variety of 
surgical methods in a private general hospital of 
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250 beds. Seventeen operating surgeons were con- 
cerned. The long-term results obtained by orthodox 
gastric resection, vagotomy and gastrojejunostomy, 
vagotomy and pyloroplasty, and vagotomy and con- 
servative gastric resection have been compared. 
Stomal ulcer is found to occur with equal frequen- 
cy after gastrectomy for both gastric and duodenal 
ulcers. 

On the basis of the material presented herein, we 
conclude that the surgical procedure which offers 
the peptic ulcer patient the best chance for a long- 
term “cure” is gastric resection combined with 
vagotomy. 

1930 Wilshire Blvd. (5) (Dr. Pallette). 
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OUTPATIENT PASTORAL COUNSELING IN A MEDICAL CENTER 
Richard K. Young, Th.D. 


Benjamin S. Patrick, Th.M., Winston-Salem, N. C. 


A teaching hospital may be one of the most effec- 
tive settings for a pastoral counseling referral 
center. Every minister who attempts to do pastoral 
counseling faces at one time or another persons who 
are not mentally ill but whose difficulties are too 
time-consuming or too involved for him to deal 
with alone. 

The North Carolina Baptist Hospital is the teach- 
ing hospital of the Bowman Gray School of Medi- 
cine of Wake Forest College. In 1946 the hospital 
employed a minister to work intensively with in- 
patients; in 1948 he was made a member of the 
faculty of the medical school. 

Outpatient counseling was not part of the 
original plan to give pastoral care to hospital pa- 
tients. As a result of intensified pastoral work on 
the hospital floor, many patients requested that the 
chaplain talk with members of their families. Pa- 
tients being discharged from the hospital occasion- 
ally asked to return for counseling. Patients told 
friends, who began to call for appointments. Later, 
pastors began referring members of their churches, 


From the Department of Pastoral Care, North Carolina Baptist 
Hospital. 


The North Carolina Baptist Hospital, a 
teaching hospital of the Bowman Gray 
School of Medicine of Wake Forest College, 
employed a minister to work intensively with 
inpatients as a member of the faculty of the 
medical school. The outstanding advantage 
of locating a pastoral counseling service in 
a medical center is the availability of medi- 
cal resources. Here comprehensive medicine 
provides a “team approach” to the individ- 
val. Counseling is a religious process in 
which the individual is helped to realize 
more nearly the full potentials of his own 
personality. A promisng development that 
has grown out of this program has been the 
opportunity for research. It is in this area 
thot institutional chaplains can render a real 
contribution to the parish minister who lacks 
the time and does not usually have access to 
the findings of specialized professional peo- 
ple. 
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and in 1953 the demand for outpatient counseling 
reached the point that the hospital administrator 
was asked to set a policy for the handling of these 
requests. The hospital administrator recognized 
that this pastoral counseling service was a means of 
broadening the ministry of the hospital to its de- 
nomination and agreed to provide additional per- 
sonnel. 


Description and Scope of the Service 


A description of the outpatient counseling service 
as it functions at this center is given in the hope 
that our experience may benefit others. In 1953, 
when the department began keeping records on the 
number of outpatient visits for counseling, there 
were 1,621 visits. In 1954 there were 2,290; in 1955, 
2,630; in 1956, 2,804; and in 1957, 3,208. 

An analysis of the number of visits per counselee 
shows that 7.8% came for one visit only; 32.7% 
from two to four visits, and 32.6% from five to nine 
visits. From 10 to 19 visits were made by 23.4% of 
the individuals, and 3.5% came as many as 20 times. 
The average number of visits for all counselees 
was seven. 

The geographical scope of the outpatient coun- 
seling service is wide. Forty-six per cent of the 
counselees come from outside the county in which 
the hospital is located. Many regularly come more 
than 100 miles for each counseling session. At pres- 
ent, persons are coming from three states. 

Counseling is done only by men who are quali- 
fied by both training and temperament. Rigid 
psychological tests have been passed by all on the 
staff. At present, the counseling staff is composed 
of 13 men, 6 who are permanent staff members and 
7 who are fellows or interns, all of whom have had 
seminary training. These counselors function in 
their role as ministers—but ministers with special 
training and experience in understanding human 
behavior. Special emphasis is placed on the appli- 
cation of spiritual resources to human needs, with 
the constant recognition that knowledge gained 
from allied fields is used by the minister only as a 
tool in making his ministry more effective. 

The counselors deal with persons who have 
typical problems of adjustment, and no attempt 
is made to handle cases of mental illness. When 
such patients appear, they are referred to the 
psychiatric clinic. During the past year about 1 
out of 10 counselees was referred for either psychi- 
atric treatment or psychiatric evaluation. Often 
such referrals are more easily made by a chaplain- 
counselor than by the local pastor. 

The outstanding advantage of locating a pastoral 
counseling service in a medical center is the avail- 
ability of medical resources. Here comprehensive 
medicine provides a “team approach” to the indi- 
vidual. Counselees who come for the first time and 
who have not had a recent physical examination are 
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often encouraged to do so. -The department works 
closely with the outpatient medical clinic of the 
hospital and the private diagnostic clinic of the 
medical school. The cooperation between the medi- 
cal staff and the chaplains is based on the respect 
of each profession for the other and the recognition 
by each of the part the other plays in the compre- 
hensive approach to the patient. This has developed 
through the years from cooperation in the care of 
patients in the hospital and has carried over into 
outpatient counseling. 


Types of Counseling 


A wide variety of problems is brought to the 
department, ranging all the way from obvious 
mental illness to uncertainty in the choice of a voca- 
tion. More than one-third of the persons seen dur- 
ing the past year came for marital counseling. Both 
husband and wife are seen, usually by different 
counselors, often with the final session together. 
Another large segment of counseling is labeled 
“growth counseling’—growth in self-understanding. 
These persons often come with no specific problem 
in mind but with a real need for a deeper under- 
standing of their own personalities. This is espe- 
cially the case of many active pastors and religious 
workers. The pastor himself often feels the need 
for a pastor. Religious workers seem to appreciate 
the fact that the counselor is a minister with a 
pastoral background and some firsthand under- 
standing of the problems which they confront. Last 
year, 106 ministers and 24 ministers’ wives were 
seen for counseling. 

A glance at the appointment calendar for a re- 
cent week gives further indication of the broad 
range of personal difficulties presented: A man 
from a nearby town came because he had been 
unable to control his drinking for eight years after 
his father’s death. A young minister who had been 
hospitalized for peptic ulcer came for counseling 
as a result of his contact with a chaplain while a 
patient. The mother of a retarded child greatly 
feared having any more children, yet her husband 
wanted a son. A young engineer’s fear of failure 
became a problem for him when it began to limit 
his productivity. A couple brought their 14-year- 
old daughter for counseling because she had been 
expelled from two schools. Helping the girl led to 
counseling with both her parents. Two persons 
were referred by a city rehabilitation center for 
alcoholic women. A minister of music in a large 
church came for help with his feelings toward the 
boys in his choirs. A lawyer sent for counseling a 
couple who were threatening divorce, and, after 
being interviewed, both husband and wife were 
given medical and psychiatric examinations and 
treatment through the hospital clinic. A supervisor 
in a local industry came because he was unable to 
give orders to those under him. And a minister's 
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bride who had been seen by a physician in the 
private diagnostic clinic was referred because of 
her difficulty in adjusting to her new role. 

The department looks on counseling as a re- 
ligious process in which the individual is helped 
to realize more nearly the full potentials of his own 
personality. The Christian basis for the counseling 
approach is the New Testament teaching regarding 
the eternal worth of human personality. The pastor- 
counselor works with the same set of facts in the 
personality background of the individual as other 
professional persons, with special emphasis on re- 
lating these experiences to the individual’s fellow 
man and to God. 

When a person comes for the first appointment, 
he is seen briefly by the chaplain in charge of out- 
patient counseling for the purpose of screening be- 
fore assignment to a permanent staff member or a 
chaplain-intern. The initial interview will deter- 
mine whether medical consultation is indicated. 

Counseling interviews are approximately 50 min- 
utes in length and are usually scheduled one week 
apart. Toward the end of the counseling relation- 
ship, appointments are spaced further apart. All 
counseling is strictly confidential, and records are 
guarded in a professional and ethical manner. 

When referrals have been made by pastors or 
local physicians, and in some cases when they are 
not, the individual is sent back to the pastor or 
physician at the termination of the counseling. A 
summary of the person’s progress during counseling 
is sent to the referring agent. 

At the present time no fees are charged for 
counseling. However, at the conclusion of counsel- 
ing many persons make contributions toward the 
support of the service. Contributions are never ac- 
cepted until the counseling relationship is termi- 
nated. 
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Interprofessional Resources 


The medical center setting for a counseling serv- 
ice facilitates the training of counselors within the 
framework of interprofessional relationships. Many 
times the chaplain-intern counsels with persons who 
are being seen by the psychiatrist or other mem- 
bers of the healing team. All counseling done by 
trainees is under close supervision and is paralleled 
by a teaching staff conference held weekly.. Coun- 
selors’ reports furnish the materials for these staff 
conferences. 

A promising development that has grown out of 
this program has been the opportunity for research. 
It is in this area that institutional chaplains can 
render a real contribution to the parish minister 
who lacks the time and does not usually have access 
to the findings of specialized professional people. 
In 1957, the North Carolina Baptist Hospital's 
Board of Trustees, through the recommendation of 
its administrator, authorized the employment of a 
clinically trained minister to give full time to re- 
search in pastoral care. So far as is known, this is 
the first time that a medical center has employed 
such a person. 

Summary 


The function of an outpatient pastoral counseling 
service in a teaching hospital is that of a referral 
resource for local physicians and ministers dealing 
with persons whose difficulties have a_ religious 
aspect. As a setting for outpatient pastoral counsel- 
ing, the medical center offers the advantages of (1) 
the ready availability of interprofessional _ re- 
sources, (2) the possibility of training pastoral 
counselors in collaboration with other professional 
persons, and (3) the feasibility of research in pasto- 
ral counseling. 

300 S. Hawthorne Rd. (Dr. Young). 


as to the advisability of irradiation for pituitary tumors relates to any possible 
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damage to that portion of the brain in the vicinity of the growth. In all the 


no evidence has ever been disclosed 


years we have been following the patients . . . 
to support such an assumption. The amount of radiation delivered to the tumor has 
always been kept well below that to which normal brain cells would be sensitive. It 
is felt by some that radiation is likely to cause hemorrhage into an adenoma. A few 
instances of such an occurrence were present in the earlier years of our experience, 
but incidents of this kind have practically disappeared since we have been giving 
smaller doses over a greater length of time. In a very small number of patients a 
slight hemorrhage has at times been suspected, but by careful checking of the visual 
fields at weekly intervals, their vision has gradually cleared up without the necessity 
of operating. We feel that the tendency of hemorrhage to occur is definitely related 
to the larger daily doses which were given originally. This is a possibility to be kept 
in mind, however, and, obviously, if serious and rapid visual loss should occur during 
treatment or subsequently, prompt operative intervention is mandatory.—Gilbert 
Horrax, M.D., Treatment of Pituitary Adenomas, A. M. A. Archives of Neurology & 
Psychiatry, January, 1958. 


4 


Vol. 168, No. 


Abdominal pain without demonstrable etiology is 
a common problem confronting physicians. In a se- 
cent study’ it was found that some patients with 
esophagitis had symptoms limited to the abdomen 
(not extending above the level of the xiphoid ). The 
present investigation was designed to evaluate the 
possibility that unrecognized esophagitis might be a 
frequent cause of abdominal pain in patients in 
whom clinical and radiologic investigations reveal 
no abnormalities. 

A controlled test! which elicited the symptoms of 
esophagitis by perfusion of the esophagus with 0.1N 
solution of hydrochloric acid was recently de- 
scribed. This test to differentiate symptoms of 
esophagitis, angina pectoris, and other chest and 
abdominal pain was performed by perfusing saline 
or acid solutions through plastic tubes into either 
the esophagus or the stomach. The response was 
considered positive (esophageal origin of symp- 
toms) if delivery of the acid into the esophagus 
elicited pain, burning, and/or associated symptoms, 
whereas delivery of control saline solution did not. 
The Palmer test? (delivery of acid into the stomach ) 
has long been used to reproduce gastroduodenal 
ulcer symptoms. Because acid delivered into the 
esophagus ran into the stomach, criteria were estab- 
lished to differentiate gastroduodenal from esoph- 
ageal origins of symptoms. The reproduction of 
symptoms of esophagitis with the test has been 
confirmed by Grossman and Tuttle.® 

In the initial study the test objectively reproduced 
the clinical symptoms of esophagitis. In some pa- 
tients the diagnosis of esophageal origin of symp- 
toms was confirmed by endoscopic evidence of 
esophagitis, whereas in others no endoscopic ab- 
normality was found. Those in the latter group with 
conditions arbitrarily termed pseudoesophagitis 
were believed probably to have lesser degrees of 
esophagitis, a belief which is in consonance with the 
known high incidence of microscopic evidence of 
esophagitis in grossly normal appearing organs.* 

That the test administration of 200 ml. of 0.1N 
hydrochloric acid solution during a 30-minute pe- 
riod is a harmless diagnostic procedure was shown ‘" 
by its failure to elicit symptoms or esophagoscopic 
abnormality in normal subjects, the absence of 
either electrocardiographic changes or cardiac pain 
in patients with coronary artery disease with or 
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The acid perfusion test indicated an 
esophageal origin of symptoms limited to 
the abdomen in patients with mild degrees 
of inflammation who had no radiologic ab- 
normality of the esophagus and in whom 
esophageal origin of symptoms would not 
have been otherwise recognized. The test 
may also delineate in which organ symptoms 
originate when more than one organ is in- 
volved. A positive response in a patient with 
symptoms but without endoscopic abnormali- 
ty has been called pseudoesophagitis, sug- 
gesting that microscopic abnormalities may 
be present underlying the symptoms. Gastro- 
duodenal ulcer does not, per se, give a posi- 
tive test for esophagitis. In a group with 
negative responses, possible false-negative 
responses were present. It is in the interpre- 
tation of negative responses in a small per- 
centage of cases that tie fallibility of the 
clinical test lies. On the other hand, a posi- 
tive response (whether it duplicates or is 
unrelated to the clinical complaints) gives 
helpful information. 


without angina, and the lack of recurrence of gas- 
trointestinal bleeding in patients with recent gross 
bleeding episodes. 

That esophageal sensations may extend from the 
chest into the abdomen has been known, as has the 
abdominal localization of experimentally induced 
esophageal pain.* However, the differential diag- 
nosis of clinical symptoms limited to the abdo- 
men has not generally included the possibility of 
esophageal disease. Because esophagitis is rarely 
accompanied by x-ray abnormalities ‘” it seemed 
possible that esophagitis might be the cause of 
symptoms limited to the upper abdomen in some 
patients whose physical examinations and gastroin- 
testinal x-ray examinations were normal. To investi- 
gate this possibility the test for esophagitis was 
performed on 20 patients who had a diagnosis of 
upper abdominal pain, cause undetermined. In each 
of these cases, there were no gastrointestinal x-ray 
or other abnormalities to explain the symptoms. For 
comparison, the test was also performed on 13 pa- 


and 
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tients with gastrointestinal x-ray abnormalities. Re- 
sults of the tests were related to esophagoscopic 
examinations performed in most cases. 


Methods 


Esophagoscopy.—Esophagoscopy was performed 
with the Eder-Hufford esophagoscope. Notations 
were made as to the location and severity of granu- 
larity, erythema, and varices. In these cases, there 
were no instances of severe, ulcerating esophagitis. 
The endoscopic diagnoses were agreed on by at 
least two observers who were unaware of the acid 
perfusion test response in most instances. 

Test for Esovhagitis—The test for esophagitis 
was performed as previously described.'” In all 
cases but one, two plastic tubes were used, one 
in the esophagus (30-35 cm. from the nares) and 
the other in the stomach. Acid or saline solutions 
were delivered from intravenous fluid bottles hung 
behind the patient through either tube, changes 
being made without the patient’s knowledge. After 
administration of the control saline solution (6-7.5 
ml. per minute for 10-15 minutes ), the 0.1 N hydro- 
chloric acid solution was administered for a mini- 
mum of 30 minutes at 6-7.5 ml. per minute or until 
severe or typical discomfort was produced. In many 
instances, the duration and/or rate of acid per- 
fusion were increased. The criteria previously de- 
scribed '” which were used to differentiate esopha- 
geal from gastroduodenal origins of induced 
symptoms are as follows: 

A. Distribution of Symptoms: Midline symptoms 
extending above the level of the xiphoid cannot 
be considered to be of gastric, duodenal, or small 
intestinal origin ° and are therefore presumably of 
esophageal origin. However, since upper abdominal 
pain may be of gastric, duodenal, small intestinal, 
or esophageal origin, this criterion does not localize 
the origin in patients with solely abdominal dis- 
tribution of symptoms. 

B. Rapidity of Disappearance of Symptoms After 
Cessation of Esophageal Acid Administration: Ces- 
sation of acid delivery for a few minutes allows the 
acid stimulus to be removed quickly from the esoph- 
agus, while the intragastric pH is not altered sig- 
nificantly. If the symptoms are in fact produced by 
alteration of pH, disappearance of symptoms within 
a few minutes after cessation of acid perfusion in- 
dicates that the symptoms must have originated in 
the esophagus rather than the stomach. 

C. Rapidity of Disappearance of Symptoms After 
Antacid Administration: A small dose of adminis- 
tered antacid effects changes in esophageal and 
gastric pH qualitatively similar to cessation of acid 
administration (see B). Rapid disappearance of 
symptoms after antacid administration indicates 
esophageal rather than gastric origin of symptoms. 

D. Repetitive Production and Relief of Symp- 
toms: Repetitive production of symptoms by acid 
administration and relief of symptoms by cessa- 
tion of acid administration or administration of 
antacids reinforces criteria B and C. In these re- 
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petitive circumstances, the small increments of 
acid and antacid can alter the pH of the esopha- 
geal but not of the entire gastric contents to ex- 
tremes of pH. 

E. Introduction of Acid into Stomach for Com- 
parative Effects: The esophageal origin of solely 
abdominal symptoms is indicated by reproduction 
of symptoms with esophageal perfusion but not 
with gastric delivery of acid. Thus, esophageal acid 
administration initially (and repetitively) causes 
symptoms which are relieved by stopping acid 
flow; the acid then delivered directly into the 
stomach causes no symptoms; then readministra- 
tion of acid into the esophagus repetitively causes 
the abdominal symptoms. The failure of acid de- 
livered directly into the stomach to produce symp- 
toms, whereas, both immediately before and after, 
acid delivered into the esophagus elicited symp- 
toms, must be considered as the most crucial evi- 
dence of their esophageal origin. 


Classification of Results 


Results of the test were characterized as (1) 
positive: reproduction of the clinical abdominal 
symptoms originating in the esophagus, (2) nega- 
tive: failure of test to elicit symptoms, and (3) 
positive-unrelated: production of chest symptoms 
from an esophageal source which were unrelated 
to the abdominal complaints being investigated. 
Thus, for this report, the abdominal symptoms not 
being reproduced by the test, positive-unrelated 
response represents a negative response to the test 
in regard to the investigated complaints. 

The acid perfusion test for esophagitis was per- 
formed on 33 patients, of whom 24 were examined 
esophagoscopically. Of the 20 patients with the 
diagnosis of abdominal pain, cause undetermined 
(having normal gastrointestinal x-ray examinations), 
the test was positive in 10 (cases 1-10), negative 
in 7 (cases 11-17), and positive-unrelated in 3 
(cases 18-20). Of the 13 patients with definite 
gastrointestinal x-ray abnormalities, the test was 
positive in four (cases 21-24), negative in eight 
(cases 25-32), and positive-unrelated in one (case 33). 

The table summarizes the ages; clinical, x-ray, 
and esophagoscopic diagnoses; and results of the 
tests performed. Figure 1 presents the distribu- 
tion of symptoms in the patients with negative 
x-ray findings but with abdominal pain of esopha- 
geal origin (cases 1-10). Figure 2 indicates the 
abdominal symptoms of esophageal origin in pa- 
tients with abnormal x-ray findings of the gastro- 
intestinal tract lesions which were asymptomatic 
and unrelated to the patient’s present symptoms 
(cases 21-24). 


Results of Tests for Esophagitis 


Patients with Abdominal Pain, Cause Undeter- 
mined.—There were 20 patients with a diagnosis 
of abdominal pain, cause undetermined. These pa- 
tients showed no gastrointestinal x-ray abnormali- 
ties. 
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Data from Tests for Esophagitis in Thirty-three Patients with Abdominal Pain 


Esophagitis Test$ 

Criteria of 

Esophageal 
Origin 


Esophagoscopic Findings} -— 
Granu- 


Age, 
larity 


Yr. 


Case, 
No Clinieal Diagnosis* X-ray Diagnosist Erythema Varices Response 
Group with No Significant Gastro-intestinal X-ray Abnormalities 
Positive Tests 
1 25 


2 32 
3 


Prolapse of antral mucosa 
Normal 
Normal 


peptic ulcer (history) 
peptic ulcer (history) 
duodenal ulcer 


Abdominal pain, ¢.u.; 

Abdominal pain, ¢.u.; 

Abdominal pain, ¢.u.; 
(history) 

4 28 Abdominal pain, ¢.u. 

) 32 Abdominal pain, ¢.u. 
6 33 Abdominal pain, ¢.u.; peptie uleer (history) 
7 31 Abdominal pain, ¢.u. 

. 33 Pneumonia, abdominal pain, ¢.u. 

Chronie bronchitis; abdominal pain, ¢.u 

Abdominal pain, ¢.u. 


Normal 
Normal 
Normal 
Normal 
Normal 
Normal 
Normal Not 
examined 
Negative Tests 

11 61 

12 42 

13 42 

14 59 

15 34 


Normal 
Normal 
Normal 
Normal 
Prolapse of antral mucosa 


Abdominal pain, ¢.u. 
Abdominal pain, ¢.u. 
Peptic ulcer (history) Abdominal pain, ¢.u. 
Abdominal pain, ¢.u 


Cirrhosis; abdominal pain, ¢.u.; superficial 
gastritis (on gastroscopy) 


16 Abdominal pain, ¢.u. Normal 


Not 
examined 


17 61 Emphysema: arthritis; chest and Duodenal diverticulum 


abdominal pain, ¢c.u 
Positive Unrelated Tests 
18 49 Abdominal pain, ¢.u. 
19 45 Abdominal pain, ¢.u.; gastrointestinal 
bleeding, ¢.u. 


Abdominal pain, ¢.u 
disease 


Normal 
Not 
examined 
Not 
examined 


Gastro-intestinal X-ray Abnormalities 


Normal +unrel. 


Prolapse of antral mucosa 
+unrel. 
35 


: coronary artery Prolapse of antral mucosa 


+unrel. 
Group with 


Positive Tests 


21 39 Duodenal! ulcer Duodenal deformity 3/3 


Prolapse of antral mucosa; Faint 
visualization of gallbladder (3 
times) 

Large hiatus hernia: duodenal 
deformity 

Cholelithiasis 


68 Abdominal pain, 
disease 


¢.u.; possible gall bladder 


Pneumonia; duodenal ulcer; hiatus hernia Normal 


Not 
examined 


Cholelithiasis; cholecystitis 


Negative Tests 


25 49 Duodenal deformity 3 


Duodenal uleer 3 
Duodena! deformity L 


Duodenal uleer; anxiety state 


Coronary artery disease; hiatus hernia; 
prepylorie ulcer 

Duodenal ulcer; chronic recurrent 
pancreatitis; hypertensive cardiovascular 
disease 

Duodenal uleer; hiatus hernia 


Traction diverticulum; hiatus 
hernia; prepyloric ulcer 

Duodenal deformity: 
pancreaticolithiasis 


Normal 


Duodenal deformity: hiatus 


roia 
Duodenal deformity Not 
examined 
Not 
examined 
Not 
examined 


Duodenal uleer; anxiety state 
Duodenal ulcer Duodenal and antral deformities 


Duodenal! deformity; gastric 
diverticulum 


49 Duodenal ulcer; gastric diverticulum 


Positive-Unrelated Test 
33 a4 Duodenal ulcer Not 


examined 


Duodenal ulcer niche 


+unrel. A,B,D 


* Clinical diagnoses made before performance of esophagitis test or esophagoscopy. Abdominal pain, c.u. (cause undetermined), was present; 
diagnosis was made in absence of diagnostic x-ray abnormalities. If duodenal deformity were present and the history were not incompatible, the 
diagnosis of duodenal ulcer was made. 

tReported x-ray examinations include abnormal findings of upper gastrointestinal series and esophageal fluoroscopy done in all 38 patients, 
esophagram in 28, and cholecystogram in 26. Reported abnormalities indicate remainder of examinations were normal 

3} For localizing positive findings: L/4, lower fourth; L 2/3, lower two thirds; M/3, middle third; ete. Varices refers to any grossly visible 
esophageal veins 

§ Responses to test: +, positive; —, 
esophageal origin of responses. 


negative; + unrel., positive-unrelated, See text for definition of responses and for definition of criteria of 


and one was not examined (case 10). The endo- 
scopic abnormalities in eight of the nine examined 
confirmed the results of the acid perfusion test. 
The above results demonstrate that symptoms 
limited to an upper abdominal distribution can be 
of esophageal origin and that, in fact, they com- 
monly are. Indeed, esophagitis, as frequently as 


Positive Tests: The acid perfusion test for esopha- 
gitis was positive in 10 of the 20 patients cate- 
gorized as having abdominal pain, cause undeter- 
mined (see table). Of the 10 patients with a 
positive result from the test there was endoscopic 
evidence of esophagitis in eight (cases 1-8); normal 
endoscopy (pseudoesophagitis) in one (case 9); 
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B,D,E 
L/4 L/4 B,D,E ; 
L/2 L/3 L/2 = B,D,E 
L/2 L/2 + B,D,E 
L 2/3 L 2/3 - B,D,E 
sa L/2 + B,C,D,E 
M/3 + B,D 
L/4 + B,D,E 
3/3 + B,D,E 
+ B,D,E 
L/2 ose 
L/4 L/3 L/3 
| 
A,B 
A.C 
A,B,D 
3/3 + B,D,E 
2 ees L/8 eee + B,C,D,E 
23 70 eee eee + B,D,E 
24 45 
| + B.CDE 
27 47 = L/4 
29 38 ‘ L/2 
30 29 
31 51 
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duodenal ulcer, was found to be the cause of ab- 
dominal symptoms during the period of this study. 
In these cases the diagnosis of esophagitis was 
made after the esophageal acid perfusion test and 
esophagoscopy were performed. Prior to the per- 
formance of the acid test and endoscopy, the causes 
of abdominal pain had been undetermined. 

Some of these patients might have been con- 
sidered by some physicians to have ulcer disease 
(without the abnormality being recognized radio- 
logically) if the history were not incompatible and 
if response to antacid therapy were good; some 
might have been considered to have functional dis- 
orders if the examiner were impressed by the de- 
gree of emotional instability, anxiety, and severity 
of personal problems and if response to antacid 
therapy were equivocal or poor; and some might 
have been given a diagnosis of abdominal pain, 


CASE 


L 
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Treatment with atropine seemed to be of benefit during 
this period. Severe symptoms subsequently recurred for one 
year (1947) and for two years (1953-1954), during which 
periods several additional investigations were unrewarding. 
No treatment relieved the symptoms. Since 1955 the symp- 
toms had been mild to moderate, intermittent, occurring a 
few times weekly, have not been clearly related to exercise, 
position, foods (except aggravation by coffee), or time of 
eating, and have been inconsistently relieved by antacids. 
Despite 10 complete gastrointestinal x-ray examinations, 
numerous electrocardiograms, and clinical examinations dur- 
ing a 15-year period, the cause of symptoms had remained 
undetermined. 

The esophagitis test was performed. The typical clinical 
symptoms were produced after four minutes of esophageal 
acid perfusion and were relieved within two minutes after 
cessation of acid flow. The symptoms were again produced 
within one minute after restarting acid perfusion of the 
esophagus and were relieved within one minute after cessa- 
tion of perfusion. After the repetitive production of symp- 
toms by esophageal acid perfusion, the acid was delivered 
directly into the stomach for 15 minutes without eliciting 


Fig. 1.—Abdominal distribution of clinical symptoms originating in esophagus and reproduced by esophageal acid perfusion 
test in patients without other gastrointestinal disease (cases 1-10). Arrow indicates radiation during test which was not part 
of clinical complaint. P and A represent, respectively, posterior and anterior body walls for localization of symptoms in this 


dimension. 


cause undetermined. The acid perfusion test (cor- 
roborated by esophagoscopy) gave an objective 
means for indicating the specific organic lesion, 
esophagitis, as the underlying cause of the symp- 
toms in this group which would otherwise have 
remained undiagnosed, or erroneously diagnosed. 
One illustrative case report is presented. 


A 38-year-old internist (case 10) had mild, intermittent, 
vague epigastric and subxiphoid symptoms beginning 20 
years ago. The first symptoms of significant severity ( burning 
epigastric pain) began in 1943, at which time the patient 
had tarry stools for three days. At the time, complete gastro- 
intestinal investigation revealed no abnormalities. In the 
next 18 months, symptoms which were not clearly related 
to types of foods or mealtimes and which were inconsistently 
relieved by antacids occurred two to three times every day. 
During this period several complete investigations, including 
repeated radiologic and two gastroscopic examinations, re- 
vealed no abnormality. 


symptoms. The acid was then again perfused into the 
esophagus and was followed within 30 seconds by recur- 
rence of symptoms which again subsided within one minute 
after cessation of acid flow. The elicitation of symptoms with 
restarting esophageal acid perfusion and their rapid sub- 
sidence after cessation of flow was repeated two additional 
times. The esophageal origin of the elicited symptoms was 
demonstrated by criteria B, D, and E. 

The distributions of the main abdominal com- 
plaints of esophageal origin in cases 1 to 10 are 
shown in figure 1. The symptoms generally were 
localized in the epigastrium, were usually in the 
midline, but occasionally more to either right or 
left, ranged from a narrow to a wide area across 
the upper abdomen, and were always localized in 
the anterior half of the abdomen. The history of 
these patients with esophagitis symptoms localized 
to the upper abdomen was not significantly differ- 
ent from the history of patients with symptoms 
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of gastroduodenal disease. Indeed, the diagnosis 
of ulcer had been made previously in half of the 
patients. The symptoms were described as being 
gnawing, aching, burning, bloating, gas, or tearing 
pains. The symptoms ranged from mild and tran- 
sient to extremely severe and prolonged. 

The lack of a clear relationship between severity 
of symptoms and inflammation has been noted.* 
The symptoms generally occurred one-half to three 
hours after meals; were usually relieved to some 
extent by food or alkali; and were occasionally ini- 
tiated by spices, raw vegetables and fruits, fried 
foods, or coffee. There was relationship of symp- 
toms to the recumbent position in 5 of the 10 pa- 
tients, of whom 2 had night pain. Nausea or oc- 
casional vomiting, relief of symptoms by eructation, 
mild upper abdominal tenderness, and history of 
upper gastrointestinal bleeding (3 months to 14 
years previously) were each present in half the 
cases. Weight loss occurred in only one patient 
(25 Ib. [11 kg.], case 1). There were no complaints 
of dysphagia. 

Negative Tests: The acid perfusion test for 
esophagitis was negative in seven patients (cases 
11-17) categorized as having abdominal pain, cause 
undetermined (see table). Of these, there was no 
endoscopic evidence of esophagitis in five (cases 
11-15) of six examined. Due to negative tests and 
normal endoscopic findings in these five cases, the 
diagnoses of the causes of the abdominal pains 
remained undetermined. In case 16, the endoscopic 
evidence of esophagitis in the presence of a nega- 
tive test suggests that the pain was not of esopha- 
geal origin. However, ulcer management may have 
been in effect long enough to allow subsidence of 
the esophagitis with conversion to a negative test 
response. 

Over all, the negative responses of the test in 
these seven patients let the cause of abdominal 
symptoms remain undetermined. Excluding one 
possible false-negative result (case 16), an esopha- 
geal cause of the symptoms was excluded. 

Positive-Unrelated Tests: In three patients (cases 
18-20) the acid perfusion test elicited chest symp- 
toms which were different from and unrelated to 
the investigated abdominal complaints (see table). 
The one (case 18) examined endoscopically had 
no evidence of esophagitis. In these three patients, 
the induction of esophageal symptoms limited to 
the chest indicated the esophagus not to be the 
origin of the clinical complaints. 

Summary: Of 20 patients with the diagnosis of 
abdominal pain, cause undetermined (with normal 
gastrointestinal x-ray examinations), the symptoms 
were shown by the acid perfusion test to be esopha- 
geal in origin in 10. Corroborative evidence (endo- 
scopic abnormalities) was found in eight of nine 
of these patients examined. Negative or positive- 
unrelated responses occurred in the remaining 10, 
suggesting that the esophagus was not the origin 
of symptoms. Over all, the test was of positive 
diagnostic value in half of these cases of previously 
undiagnosed cause of abdominal pain. 
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Patients with Abdominal Pain and Gastrointesti- 
nal X-ray Abnormalities.—In the original presenta- 
tion '” of the esophagitis test, there were seven 
patients with duodenal ulcer or deformity. In three 
of these patients, chest symptoms of associated 
esophageal disease were elicited; but the test failed 
to elicit abdominal pain in any of the seven, indi- 
cating th.t duodenal ulcer disease itself does not 
give a positive test. To further evaluate the ab- 
sence of a positive response from ulcer (or gall- 
bladder) disease, the test was performed on an 
additional 13 patients with abnormal gastrointesti- 
nal x-ray findings (see table). 

Positive Tests: The acid perfusion test for esopha- 
gitis was positive in 4 of the 13 patients who had 


CASE 


Fig. 2.—Abdominal distribution of clinical symptoms origi- 
nating in esophagus and reproduced by esophageal acid 
perfusion test in patients with gallbladder or duodenal ulcer 
disease (cases 21-24). Fine stippling represents main com- 
plaint and gross stippling less common complaint. Localiza- 
tion of symptoms is indicated as in figure 1. 


abnormal gastrointestinal x-ray findings (see table ). 
In these four (cases 21-24), the clinical abdominal 
symptoms were attributed to the diagnoses of, re- 
spectively, duodenal ulcer, possible gallbladder 
disease, duodenal ulcer, and cholecystitis-chole- 
lithiasis. In each of these cases, a positive test 
demonstrated clearly that the symptoms were 
esophageal in origin. Of three patients examined 
endoscopically, esophagitis was found in two (cases 
21 and 22) and not in one (case 23). Thus, in these 
patients, the symptoms originated in an organ with- 
out x-ray abnormalities rather than in the organ 
where x-ray abnormalities were found. 

Negative Tests: In eight patients (cases 25-32) 
having gastric or duodenal ulcer or deformity on 
x-ray examination, the acid perfusion test was nega- 
tive (see table). This demonstrates that gastro- 
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duodenal ulcer disease does not, per se, give a 
positive esophagitis test. The fact that of five pa- 
tients (cases 25-29) examined endoscopically, three 
(cases 25-27) had evidence of esophagitis, suggests 
that long standing ulcer therapy had controlled the 
coincident esophagitis and converted the test to a 
negative response. These also may be considered to 
be possible false-negative responses. 

Positive-Unrelated Test: One patient (case 33) 
who had an active duodenal ulcer demonstrated 
radiologically had nonrelated chest pain induced by 
the acid perfusion test (see table). The abdominal 
pain was not induced. 

Summary: Of 13 patients with x-ray abnormali- 
ties of stomach, duodenum, or gallbladder whose 
abdominal symptoms were previously attributed to 
these x-ray abnormalities, the acid perfusion test 
demonstrated in four cases that the suspected 
organs were asymptomatic and that the symptoms 
were originating in the radiologically normal ap- 
pearing esophagus. Gastroduodenal ulcer disease 
does not, per se, give a positive test for esophagitis. 
In the group with negative responses, possible false- 
negative responses were present in three patients. 
It is in the interpretation of negative responses in a 
small percentage of cases that the fallibility of the 
clinical test lies. On the other hand, a positive 
response (whether it duplicates or is unrelated to 
the clinical complaints) gives helpful information. 


Comment 


Technique.—Because of the failure of saline solu- 
tion to elicit symptoms, it is reasonable to shorten 
the control period to 10 minutes. This is adequate 
to assure the operator that the tube is properly 
placed and also allows enough time for recognition 
of hyperreactors. 

The acid perfusion test was devised to have a 30- 
minute esophageal acid perfusion period.’” This 
duration was established arbitrarily. The possibility 
existed that a positive response might require a 
greater acid stimulus than was provided, so either, 
or both, duration and rate of acid administration 
were increased in many patients who gave a nega- 
tive response after 30 minutes. Of the 14 positive 
responses (cases 1-10, 21-24), 11 were positive 
within 30 minutes and the other 3 within an addi- 
tional 10 minutes. Three of four patients with 
positive-unrelated responses also required more 
than 30 but less than 40 minutes of acid perfusion. 
Of the 15 patients with negative responses (cases 
11-17, 25-32), the duration of acid perfusion in 9 
was increased to from 38 to 70 minutes, with the 
rate of perfusion in some being at twice the usual 
rate. Thus, prolongation of the acid perfusion be- 
yond 30 minutes will give an occasional additional 
positive response. 

To reduce the time required to perform the test, 
it is suggested that, if no response has occurred 
after 15 minutes of acid perfusion, the rate of acid 
delivery be doubled (from 120 to 240 drops per 
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minute) for the remaining 15 minutes and that the 
test response be called negative after 30 minutes of 
acid perfusion. Negative responses were still ob- 
tained in some patients who did not have esophagi- 
tis, despite much greater prolongation of perfusion. 

Interpretation of Responses.—The responses were 
evaluated with respect to the criteria (A-E) of 
esophageal origin of abdominal symptoms. In every 
instance where criterion E (comparison of esopha- 
geal with intragastric acid delivery) was fulfilled, 
so, too, were criteria B and D. In no case were 
criteria B and D positive with criterion E being 
negative. Therefore, it is believed that criteria B 
and D are established as adequate by themselves 
to demonstrate the esophageal origin of elicited 
abdominal symptoms. Thus, repetitive induction of 
symptoms by acid perfusion and repetitive relief 
of symptoms by cessation of acid perfusion (and/or 
administration of antacid) constitute reliable evi- 
dence of the esophageal origin of symptoms. It is 
suggested that the double tube technique which 
allows separate administration of acid into the 
stomach be abandoned and that the technique 
using a single tube in the esophagus be used. This 
will considerably shorten the duration of the test, 
making it more practical for clinical use. 

A negative response in the presence of endoscopic 
evidence of esophagitis is a false-negative response. 
This may indicate healing and reduced sensitivity 
of the esophagitis, or it may indicate unreliability 
of the test in a small percentage of cases. A second 
type of false-negative response is one in which de- 
livery of acid to either stomach or esophagus elicits 
symptoms. This may occur in a patient with esopha- 
gitis when frequent regurgitation of acid from the 
stomach into the esophagus elicits the esophageal 
abdominal symptoms during the gastric acid. de- 
livery period. This occurred in only one patient 
(case 25), who had erythema of the esophagus and 
a deformed duodenal bulb. Thus, symptoms which 
might have been originating in the esophagus could 
not be so interpreted. 

A positive response in a patient with symptoms 
but without endoscopic abnormality has been called 
pseudoesophagitis, suggesting that microscopic ab- 
normalities may be present underlying the symp- 
toms. Thus, no false-positive responses are reported. 

The induced chest symptoms which were not re- 
lated to the abdominal complaints being investi- 
gated (positive-unrelated response) were (1) 
symptoms of esophagitis and (2) symptoms never 
previously experienced by the patient (in which 
case the response could be called false-positive ). 
In either case, the test induction of esophageal 
symptoms allowed comparison with the clinical 
complaints and exclusion of esophageal origin of 
the symptoms. 

Diagnostic Value.—The test indicated an esopha- 
geal origin of symptoms in patients with mild de- 
grees of inflammation who had no radiologic ab- 
normality of the esophagus and in whom esophageal 
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origin of symptoms would not have been otherwise 
recognized. The test may be considered to be of 
diagnostic value in patients with upper abdominal 
pain when clinical and radiologic investigations 
have revealed no abnormalities. The test may also 
delineate in which organ symptoms originate when 
more than one organ is involved. 


Summary and Conclusions 


The acid perfusion test for esophagitis has been 
used to demonstrate the esophageal origin of clini- 
cal symptoms limited to the upper abdomen. In 10 
of 20 patients with abdominal pain, cause unde- 
termined (no gastrointestinal x-ray abnormalities ), 
it was demonstrated by positive test responses that 
the cause was esophagitis. Endoscopy was con- 
firmatory in most instances. Negative test responses 
generally excluded the esophagus as the cause of 
symptoms and let the cause of abdominal pain 
remain undetermined. 

The histories of patients with abdominal pain 
due to esophagitis were summarized and found to 
be not significantly different from those of patients 
with ulcer disease. The presence of either gall- 
bladder or ulcer disease demonstrable on x-ray 
examination did not, per se, give a positive response 
to the esophagitis test. 
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In 4 of 13 patients with x-ray evidence of gall- 
bladder or duodenal ulcer disease, abdominal 
symptoms originated in the radiologically normal 
appearing esophagus rather than in the organ 
where x-ray abnormalities were found. 

There is justification for simplifying and shorten- 
ing the test for esophagitis to make it more practical 
for clinical use. The test is of clinical value, but its 
points of fallibility should be understood by those 


who use it. 
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CLINICAL NOTES 


Approximately 80 cases of exogenous hemosider- 
osis have been reported in the literature since 
1948. This entity has been termed by various ob- 
servers as iron overload, transfusional hemosider- 
osis, and secondary hemochromatosis.’ In a review 
of the literature on hemochromatosis and hemo- 
siderosis we found few references to the x-ray 
findings in these conditions. Increased liver den- 
sity, found by use of x-rays, has been reported in 
cases of hemochromatosis.’ Increased density of 
the spleen, however, has not been referred to pre- 
viously. The occurrence of iron and calcium de- 
posits in the spleen in patients with sickle cell 
anemia has previously been described.* 

In idiopathic hemosiderosis, the iron is stored 
predominantly in the liver; in exogenous hemo- 
chromatosis, a greater amount of iron appears to 
be concentrated in the spleen.* We were therefore 
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not surprised that in some patients with trans- 
fusional hemosiderosis an increased density of the 
spleen could be seen on a routine film of the ab- 
domen or incidentally noted on a routine chest 
survey. 

The changes produced on an x-ray film are sec- 
ondary to the radiation changes that occur when 
the radiant energy passes through the medium 
being irradiated, with consequent loss of energy. 
The degree of penetration of roentgen rays through 
the anatomic structures of living organisms de- 
termines the photographic effect. The penetration 
is dependent in part on the atomic number of the 
penetrated substance. The higher the atomic num- 
ber, the greater the absorption coefficient with 
x-rays used in conventional diagnostic roentgenog- 
raphy and the smaller the penetration. It then 
follows that any element with a high atomic num- 
ber, when deposited in the tissues, will produce 
recognizable x-ray differences. It is the purpose 
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of this paper to present four cases of transfusional 
hemosiderosis in which the patients showed an 
increased density of the spleen. 


Report of Cases 


Case 1.—A 42-year-old male had the diagnosis of sub- 
acute lymphocytic leukemia established in February, 1956. 
He had a profound anemia and required frequent trans- 
fusions. He had been unsuccessfully treated with radio- 
therapy over the spleen, a prolonged course of chlorambucil 
therapy, and massive doses of steroids. His white blood cell 
count ranged around 100,000 per cubic millimeter or 
higher; most of the cells appeared to be fairly mature. In the 
first six months after the diagnosis of leukemia the patient 
was transfused with approximately 50 pt. (23,658.5 cc.) of 
blood. Bone-marrow aspiration showed almost complete re- 
placement of the normal marrow by mature and immature 
lymphoid cells. About 10 months after he had begun to 
receive frequent blood transfusions, it was noticed that he 
had diffuse tanning of the skin, somewhat more intense over 
the face and hands. A plain x-ray film of the abdomen (fig. 1) 
showed increased density of the spleen. He died 13 months 


Fig. 1 (case 1).—Roentgenogram of abdomen showing 
enlarged dense spleen in left upper quadrant. 


after the onset of his disease. At autopsy the spleen was 
found to be markedly enlarged. The cut surface of the 
spleen gave a strongly positive reaction with Perls’ stain for 
iron.® 

Case 2.—This 63-year-old female had chronic lymphocytic 
leukemia for nine years, which was fairly successfully con- 
trolled with periodic x-ray therapy. About one year prior to 
admission to the City of Hope Medical Center she developed 
a moderate anemia, requiring 1 or 2 pt. (473.2-946.3 cc.) 
of blood every month. Coombs’ test was negative, and there 
were no cold agglutinins demonstrated in her serum. About 
six weeks prior to her death the patient developed an intense 
jaundice, although she had had mild icterus for several 
months previously. X-ray studies revealed gallstones and an 
unusually dense spleen shadow (fig. 2). In June, 1957, a 
cholecystectomy was performed, but there was no evidence 
of common duct obstruction. At surgery the liver was found 
to be markedly sclerotic. After surgery the patient did poorly 
and ran a downhill course. She became deeply jaundiced, 
lapsed into a coma, and died one week after surgery. At 
autopsy the spleen was markedly enlarged, and its cut sur- 
face was strongly positive for hemosiderin. 
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Case 3.—A 23-year-old Negro male was admitted to the 
University of California Medical Center in Los Angeles be- 
cause of a sickle cell crisis. Although he had received many 
blood transfusions throughout his life, the exact number was 
not known. A routine chest x-ray revealed a dense spleen. The 
patient is still living. 


Fig. 2 (case 2).—Roentgenogram showing unusually dense 
spleen. Scattered densities represent opaque medium in the 
colon. 


Case 4.—A 6l]-year-old male was seen at the University 
of, California Medical Center outpatient department be- 
cause of weakness, which had been present for five weeks. 
Two years previously he had received 26 pt. (12,302.4 cc.) 
of blood for a bleeding duodenal ulcer. A subtotal gas- 
trectomy was performed. Four months later he developed 


Fig. 3 (case 4).—Roentgenogram of abdomen taken at 
time of intravenous urogram, showing moderately enlarged 
and dense spleen. 


homologous serum jaundice. Five weeks prior to his visit to 
the University of California Medical Center, he had had an 
episode of hematemesis, requiring transfusion with 6 pt. 
(2,839 cc.) of blood. There was no history of alcoholic in- 
gestion. Physical examination revealed spider telangiectasia 
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over the face and trunk and moderate enlargement of the 
liver and spleen. X-ray films made for intravenous urogram 
revealed an enlarged and dense spleen (fig. 3). 


Summary 


Four patients with transfusional hemosiderosis 
demonstrated an increased density of the spleen 
as visualized by roentgenograms. This change is 
secondary to increased deposition of iron in the 
spleen as established by autopsy findings in two 
of the patients. 


Dr. B. J. O’Laughlin, associate professor of radiology, kind- 
ly provided the x-ray films of case 3. 
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Chlorothiazide is a new orally given diuretic 
compound recently synthesized and shown to be a 
carbonic anhydrase inhibitor in vitro 1/25 as po- 
tent as acetazolamide.’ Upon comparing the struc- 
tural formulas of the two compounds (fig. 1), it 
may be seen that they possess the SO.NH»2 group- 
ing in common and are thus both representative of 
that group of heterocyclic sulfonamides which has 
previously been shown to exert inhibition of car- 
bonic anhydrase activity.? Experimental and clini- 
cal studies on the mechanism of the diuretic action 
of chlorothiazide have indicated that the effect of 
the drug is predominantly saluretic (leading to an 
increase in sodium and chloride excretion) and, to 
a lesser extent, kaluretic (leading to an increase in 
potassium excretion ) and that it has minor but defi- 
nite carbonic anhydrase-inhibiting effects.‘ Chloro- 
thiazide has been described as the most potent orally 
given diuretic now available, having an approxi- 
mate potency relationship of 0.8 to intramuscularly 
given meralluride.* It has shown little tendency to 
induce refractoriness upon repeated administration, 
an undesirable feature of the carbonic anhydrase 
inhibitors and of the amino uracils.* Other investi- 
gators * have described the effectiveness of chloro- 
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thiazide in various disease states associated with 
edema and pointed out that it causes little or no 
toxicity or serious changes in electrolyte concen- 
trations in the serum. 

Other reports ° on the therapeutic use of chloro- 
thiazide in edematous cirrhotic patients have called 
attention to the occurrence of drowsiness, tremor, 
confusion, and electroencephalographic changes, 
all signs of impending hepatic coma. In one patient 
these manifestations were associated with elevated 
blood ammonia concentrations.™ 


N cl 


Fig. 1.—Structural formulas of chlorothiazide (above) and 
acetazolamide (below). 


The present report describes the clinical course 
in a patient with cirrhosis treated with chlorothia- 
zide in whom the blood ammonia concentration 
was first found to be elevated after six days of 
treatment. A more detailed study was then under- 
taken to determine the effect of chlorothiazide on 
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the blood ammonia concentration in this patient; 
parallel determinations of the serum and urine 
electrolyte concentrations were also performed. 


Report of a Case 


A 39-year-old woman (a patient of Dr. H. C. Moffitt, Jr.) 
was admitted to the University of California Hospital on 
Dec. 26, 1957, with the complaint of swelling of the legs for 
14 years and shortness of breath for 7 years. According to 
her history, the patient had probably had an attack of 
hepatitis with jaundice 18 years previously. Fourteen years 
previously, shortly after recovery from a salpingo-oophorec- 
tomy for ectopic pregnancy, she had developed painless 
swelling of the legs and thighs which had continued to the 
present. Intermittently, she had also noted, in the mornings, 
puffiness of face and hands which had become progressively 
worse and finally, during the past year, incapacitating. The 
history did not reveal excessive use of alcohol or exposure to 
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improvement and a lessening of symptoms. The blood am- 
monia concentration decreased, averaging 46 mcg. per 
100 ml. daily on the subsequent three days. 

Physical Examination.—The patient was a well-developed, 
well-nourished woman with 3+ edema of the lower extremi- 
ties, extending up to the thighs. Blood pressure, pulse, and 
temperature were normal. A few spider nevi on the chest 
and slight cyanosis of the tongue and mucous membranes 
were also noted. Distension of the neck veins was noticeable 
when the patient was in the upright position but disap- 
peared when she was positioned at 45 degrees. A grade 1 
systolic murmur, heard at the apex and at the lower left 
sternal border, and a normal sinus rhythm were present. The 
liver edge was palpable three fingerbreadths below the 
xiphoid process. The spleen could be felt three finger- 
breadths below the left costal margin on deep inspiration. 
The fingers and toes were clubbed. Heart catheterization 
showed portal hypertension, consistent with the diagnosis of 
cirrhosis, but no evidence of a block in the hepatic or the 
caval veins. Because the pro- 
thrombin time was abnormal 
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(60% ), liver biopsy was not at- 
tempted. 

Laboratory Data.—Results of a 
urinalysis on admission were nor- 
mal. The red blood cells appeared 
slightly hypochromic; the hema- 
tocrit value was 34%. A normal 
white blood cell count and differ- 
ential count were reported. The 


serum protein level was 6.4 Gm. 
per 100 ml., serum albumin level 


78910 20 2 22252625 627 234587 2.8 Gm. per 100 ml., and serum 


globulin level 3.6 Gm. per 100 


ml. Paper electrophoresis of the 
serum proteins revealed a decrease 
in the albumin fraction and a 
slight increase in the gamma glo- 
bulin fraction. Results of other 


tests were as follows: cephalin 
flocculation, 3+ in 48 hours; thy- 
mol turbidity, 9 units; serum alka- 
line phosphatase level, 18 units 
(according to the method of 
Shinowara, Jones, and Reinhart); 
sulfobromophthalein retention, 


Fig. 2.—Effect of varying doses of chlorothiazide on blood ammonia levels, serum potas- 
d body weight. Effects of concomitant administration of arginine and 


sium levels, an 


monopotassium glutamate and of potassium alone are also shown. 


hepatotoxins. Seven years previously, after an attack of 
pneumonia, the patient developed dyspnea on exertion and 
noted that she bruised easily. 

In 1954, she was readmitted to this hospital for the same 
complaints. At that time it was noted that she had distended 
neck veins, a soft apical systolic murmur, hepatosplenomeg- 
aly, thrombocytopenia, and laboratory evidence of hepato- 
cellular injury. Three months before the present admission, 
the patient again entered the hospital with the same 
complaints. Diagnostic studies for constrictive pericarditis 
were negative. Clubbing (of the fingers and toes) was first 
described at this time, as was cyanosis. 

At the time of the patient’s discharge from the hospital, 250 
mg. of acetazolamide daily was prescribed. She returned 
within two weeks with signs and symptoms of impending 
hepatic coma. The blood ammonia concentration was found 
to be elevated to 138 mck. per 100 ml. Administration of 20 
Gm. of arginine intravenously in 500 ml. of 5% dextrose 
and water and a low-protein diet were followed by rapid 


16% in 60 minutes; serum choles- 
terol level, 318 mg. per 100 ml.; 
free cholesterol, 230 mg. per 100 
ml.; esters, 88 mg. per 100 ml. 
Serum bilirubin concentration was 
1.1 mg. per 100 ml. indirect and 
0.4 mg. per 100 ml. direct. The 
serum sodium and chloride con- 
centrations were normal; the concentration of serum bicar- 
bonate remained at the upper limit of normal throughout the 
patient’s hospital stay. A low serum potassium concentration 
was noted on one occasion (fig. 2). 

A percutaneous splenoportogram was obtained by intra- 
splenic injection of 30 ml. of 50% diatrizoate (Hypaque) 
sodium. Serial x-rays revealed dilatation and tortuosity of 
the collateral circulation of the portal system consistent with 
intrahepatic obstruction secondary to portal cirrhosis. 

Hospital Course.—Chlorothiazide therapy was initiated 
because of resistance to previously administered diuretics 
and the occurrence of ammonia intoxication after treatment 
with acetazolamide. The patient was given a measured diet, 
which included 11 mEq. of sodium, 90 mEq. of potassium, 
and 35 Gm. of protein daily, 20 Gm. of which was taken at 
breakfast. After a two-day control period, 1,000 mg. of 
chlorothiazide was administered every 12 hours for six days. 
Use of the drug resulted in immediate saluresis and lesser 
kaluresis, both of which decreased daily. 
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On the sixth day the patient complained of headache and 
showed signs of sleepiness. She also developed a coarse 
tremor and a slight flapping motion of the hands. The con- 
centration of ammonia (determined by the method of 
Conway®) in specimens of peripheral venous blood taken 
three hours after breakfast, which was also three hours after 
the last dose of chlorothiazide, was 214 mcg. per 100 ml. 
(The ammonia concentration of several blood specimens 
was unusually high, apparently due to use of a brand of 
heparin different from that usually used in this laboratory 
to rinse syringes. Tests on samples from several vials of 
heparin showed that the preparation usually used contained 
approximately 233 mcg. of ammonia per 100 ml. as com- 
pared to about 5,560 mcg. in the second preparation. The 
erroneously high values have been omitted from this report. ) 
The electrolyte concentration of serum determined at the 
same time was within normal limits. Administration of 
chlorothiazide was discontinued, and an infusion of arginine 
glutamate, 20 Gm. in 500 ml. of 5% glucose solution, was 
given. Four hours later the blood ammonia level was 65 mcg. 
per 100 ml. The cerebral symptoms cleared rapidly; three 
hours after breakfast the next morning the blood ammonia 
level measured 68 mcg. per 100 ml., and the patient felt 
entirely well. The edema, however, gradually increased. 

Ten days after the first episode of ammonia intoxication, 
the concentration of ammonia in the venous blood was 
46 mcg. per 100 ml. Administration of chlorothiazide (500 
mg. twice a day) was then resumed; the effect of the drug 
was checked by daily determinations of the peripheral 
venous blood ammonia level. During the next five days the 
blood ammonia level gradually increased to 135 mcg. per 
100 ml. (fig. 2). Blood samples taken three hours after a 
standard protein breakfast each day always showed a higher 
concentration of ammonia than samples obtained in the 
afternoon. 

Chlorothiazide therapy was discontinued, and a total of 
10 Gm. of monopotassium glutamate was given by mouth at 
intervals throughout the day. The blood ammonia concen- 
tration, as determined about three hours after breakfast 
each day, remained at about 75 mcg. per 100 ml. From 
Jan. 28 to Feb. 4, chlorothiazide and monopotassium gluta- 
mate were administered concomitantly; during this period 
the concentration of ammonia in both morning and afternoon 
samples of blood was less than 105 meg. per 100 ml. (fig. 2). 
The patient lost 1.7 kg. (3.7 Ib.) of weight during these 
nine days. 

At the end of this period administration of monopotassium 
glutamate was stopped; two days later the concentration of 
ammonia in the afternoon blood samples had increased to 
112 mcg. per 100 ml. Use of chlorothiazide was discontinued 
immediately, but the blood ammonia level was stil] elevated 
(129 meg. per 100 mg.) when measured two days after the 
last dose. From Feb. 7 to 21 the patient was given 20 mEq. 
of potassium (as potassium gluconate) twice daily and 
occasional experimental doses of chlorothiazide. which in- 
variably. caused a rise in blood ammonia concentration 
(fig. 2). 

The significant observations, shown graphically in figure 
2, can be summarized as follows: 1. An increase in the 
concentration of ammonia in the peripheral venous blood 
ammonia inevitably followed the daily administration of 
chlorothiazide, although generally the rise did not occur be- 
fore the second or third day of therapy. 2. The amount of 
drug administered did not correlate with the rapidity or the 
extent of the increase in the blood ammonia concentration. 
3. Cerebral symptoms became manifest whenever the venous 
blood ammonia level exceeded 150 mcg. per 100 ml., al- 
though on one occasion the patient ccomplained of such 
symptoms when the ammonia concentration was found to be 
normal. 4. When monopotassium glutamate was given orally, 
together with chlorothiazide, the rise in the blood ammonia 
level was less than that observed when chlorothiazide was 
given alone, and the cerebral symptoms were absent. 
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5. Cerebral symptoms did not change on potassium supple- 
mentation. These symptoms persisted during periods when 
the serum potassium concentration was normal, although on 
one occasion when the serum potassium level dropped to 
2.5 mEq. per liter they were absent. 6. Arterial and venous 
blood ammonia concentrations were measured simultaneously 
on two occasions during administration of chlorothiazide. No 
significant difference was found. 7. The administration of 
chlorothiazide was uniformly effective in producing diuresis 
and saluresis. 
Comment 


The association of an increase in the concentra- 
tion of ammonia in the blood with the symptoms of 
impending or actual hepatic coma has been estab- 
lished in a number of studies.” Such increases are 
thought to be directly related to the genesis of the 
cerebral symptoms in hepatic coma, although the 
concentration of ammonia in the venous blood does 
not always correlate well with the severity of the 
symptoms.“ 

Dietary protein is the major source of the am- 
monia produced within the intestinal tract. This 
has been demonstrated in animals,” and it is con- 
sistent with reports of the effects in man of the use 
of broad-spectrum antibiotics which, by decreasing 
the concentration of micro-organisms in the gastro- 
intestinal tract, effects a reduction of the concentra- 
tion of ammonia in the blood *° 

The ammonia produced within the intestine is 
carried by the portal circulation to the liver, where 
it is normally detoxified as a consequence of its 
utilization in the formation of urea. Most of the 
urea is then excreted by the kidney, although a 
small portion enters the gastrointestinal tract via 
the bile; thus, urea also contributes to formation of 
ammonia within the intestine. In the presence of 
hepatic parenchymal damage or portacaval col- 
lateral circulation, the ammonia of the portal blood 
may escape into the systemic circulation. 

However, ammonia is not entirely derived from 
the gastrointestinal tract; its production by the kid- 
ney has also been demonstrated. In the kidney 
ammonia is formed from amino acids, of which 
glutamine is the most important,’' and the renal 
enzyme, glutaminase, specifically catalyzes this 
latter reaction.'* Increases in the activity of this en- 
zyme have been correlated with increased produc- 
tion of ammonia by the kidney in metabolic acido- 
sis, and the reverse has been shown to be true in 
metabolic alkalosis.'* 

A third source of ammonia within the body may 
be the result of deamination reactions within the 
tissues. Under ordinary circumstances this source is 
considered to contribute only negligible amounts to 
the total blood ammonia. In fact, when the am- 
monia in the arterial blood is increased, the arterio- 
venous difference actually becomes greater," sug- 
gesting an increase in ammonia uptake by the 
tissues as the arterial blood ammonia level rises. 
The muscle mass removes approximately 40% of the 
ammonia that reaches it, whereas the brain re- 
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moves only about 20%. Several authors have sug- 
gested that the arterial blood ammonia levels cor- 
relate better with the degree of hepatic coma than 
do the venous levels.** 

Inasmuch as an increase in ammonia has also 
been reported to follow the administration of aceta- 
zolamide,“ a compound structurally and pharma- 
cologically related to chlorothiazide, the mecha- 
nisms suggested to explain the elevation of ammonia 
by acetazolamide may be mentioned briefly. The 
fact that the venous blood shows a higher concen- 
tration of ammonia than the arterial blood after 
administration of acetazolamide points to an impair- 
ment of the uptake of ammonia by peripheral tis- 
sues." Dawson’s report ™ that the concentration of 
the ammonia in the jugular venous blood was in- 
creased one hour after oral administration of aceta- 
zolamide suggests a direct effect on brain metabo- 
lism and consequent interference with uptake of 
ammonia in the brain. In this study no increase in 
the concentration of ammonia in the hepatic venous 
or arterial blood after administration of acetazola- 
mide was found. This was interpreted as evidence 
that the drug does not affect the metabolism of 
ammonia in the liver. 

The kidney might also be responsible for the in- 
crease in blood ammonia which follows long-term 
administration of acetazolamide, because of the oc- 
currence of a metabolic acidosis. However, the 
effect of a carbonic anhydrase inhibitor is to reduce 
the availability of hydrogen ions for tubular secre- 
tion; thus, there would seem to be no stimuli for 
ammonia production in the renal tubule cell under 
these circumstances. Indeed, no significant change 
in the concentration of ammonia in renal venous 
blood was detected when measured one hour after 
the oral administration of 250 mg. of acetazola- 
mide.”* Since acetazolamide is excreted unchanged, 
the increase in blood ammonia which it produces 
cannot be ascribed to nitrogenous products derived 
from its degradation. 

The findings in the present case, as well as those 
in the reports cited above, indicate that chlorothia- 
zide may cause an increase in blood ammonia fol- 
lowed by hepatic coma in cirrhotic patients. A di- 
rect effect of chlorothiazide on the brain is not likely 
since it does not readily enter the cerebrospinal 
fluid. Although the mechanisms by which the blood 
ammonia level rises have not been elucidated by the 
present study, some negative conclusions may be 
stated. Chlorothiazide itself is not the source, in- 
asmuch as the compound is excreted unchanged. 

The kidney is probably not one of the sources 
inasmuch as there is no significant fall in the serum 
PH with chlorothiazide administration, which would 
act as a stimulus to ammonia production. In addi- 
tion, the urine in the present case was acid through- 
out. 
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The fact that both acetazolamide and chlorothia- 
zide inhibit carbonic anhydrase activity to some 
degree suggests a common mechanism for their 
effect on ammonia metabolism. On the basis of this 
assumption, monopotassium glutamate was given 
to the patient in an effort to enhance peripheral 
utilization of ammonia.'* The potassium salt of 
glutamic acid was selected, both to avoid sodium 
administration in an edematous patient and to pro- 
vide a supplementary source of potassium, which 
may be decreased in the serum of patients treated 
with chlorothiazide.'° 

Although monopotassium glutamate was _ not 
overly effective in controlling the rise in the blood 
ammonia level in our patient, the concomitant ad- 
ministration of this compound and chlorothiazide 
to patients with cirrhosis may prove valuable in 
preventing ammonia intoxication as well as potas- 
sium deficiency. If symptoms of hepatic coma ap- 
pear during the course of treatment with the two 
agents, withdrawal of chlorothiazide is indicated. 
The safe use of either acetazolamide or chlorothia- 
zide in patients with cirrhosis apparently requires 
supplementation with potassium glutamate given 
orally, a low-protein diet, and possibly the addition 
of one of the broad-spectrum antibiotics to the regi- 
men as prophylactic adjuncts against ammonia in- 
toxication."° 

Summary 


Chlorothiazide is an effective orally given diu- 
retic compound which structurally resembles aceta- 
zolamide. Both drugs belong to the group of hetero- 
cyclic sulfonamides which are inhibitors of carbonic 
anhydrase activity. In the present study administra- 
tion of chlorothiazide to a patient with cirrhosis 
was followed by an elevation in the concentration 
of ammonia in the peripheral venous blood and the 
symptoms of impending hepatic coma. The rise in 
the venous blood ammonia level was significantly 
reduced when monopotassium glutamate was given 
in conjunction with chlorothiazide. Potassium sup- 
plementation other than as the glutamate during 
administration of chlorothiazide did not prevent the 
rise in venous blood ammonia level. 

Several factors are involved in the increase of 
blood ammonia level in liver disease and its re- 
lationship to acetazolamide administration. The pre- 
cise mechanism by which the blood ammonia con- 
centration is increased during administration of 
chlorothiazide remains to be elucidated. The haz- 
ard of the increased blood ammonia concentrations 
which may follow chlorothiazide therapy must be 
considered when this drug is used for the treatment 
of cirrhotic patients. The prophylactic measures 
recommended consist of therapy with orally given 
potassium glutamate, a limited protein intake, and 
the administration of antibiotics. 
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This study was supported in part by a grant from the 
National Institute of Arthritis and Metabolic Diseases. 

The chlorothiazide used in this study was supplied as 
Diuril by Merck Sharp & Dohme, Inc., Philadelphia. 

The potassium gluconate used in this study was supplied 
as Kaon Elixir by the Warren-Teed Products Company, 
Columbus, Ohio. 
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HANTOM LIMB.—All amputees have phantom sensation following amputa- 
tion. . . . Children before the age of six or seven do not have phantom pain 


following amputation. After this age, they may develop phantom pain. Because 


of this phenomenon in children it has been deduced that the body image of self or 
the “corporal schema” is not developed until age six or seven years. The usual 
experience of an amputee is that he has phantom sensation which may be very vivid 
several weeks after amputation. These sensations gradually fade over a period of 
one to two years, Most amputees can recall their phantom limb at will for the rest 
of their lives. Some patients may go for periods of 10 to 15 years and then have a 
bout of phantom sensation and pain which may last for days or weeks. This latter 
type of phantom pain is generally from an irritation in the stump. . . . If the cause 
of irritation is of a permanent nature, little or no relief occurs until the correct 
treatment is applied. If it is of temporary nature, the phantoms will generally disap- 
pear. . . . The most common local source of trouble is the painful neuroma. Less 
common is the ill-fitting prosthesis and anoxia of the stump which in turn causes 
chronic irritation. If the cause is found and the proper relief provided patients with 
severe phantoms still may experience their phantom pain for a considerable period 
afterward. The longer the patient has had phantom pain, the longer the recovery 
period will be after the cause has been removed. Due to the firmly established habit 
pattern, even after the cause of the abnormal bombardment of stimuli to the nerve 
is removed, the mechanism for phantom pain through the nerve pathway remains. 
The only hope for a patient with severe phantom pain is to remove the causative 
factor and anticipate that with time the conditioned habit pattern of the pain will 
gradually fade.—Capt. T. J. Canty, M.C., U. S. Navy, and E. E. Bleck, M.D., Ampu- 
tation Stump Pain, United States Armed Forces Medical Journal, May, 1958. 
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REPORT OF A CASE 


Randolph H. Hoge, M.D., Richmond, Va. 


and 


Charles G. Thedieck, M.D., Bluefield, W. Va. 


Occasionally a single case is so unusual that pub- 
lishing it seems justifiable. We feel that this is true 
of the following case, which is also to be referred 
to briefly in another paper.’ 


A 35-year-old woman was admitted to St. Philip Hospital 
on June 7, 1957, complaining of pain in the lower part of 
the abdomen. According to the history given by her she had 
been beaten up by her “boyfriend,” whom she thought used 
a piece of pipe, knocking her into semiconsciousness. She 
thought also that she had been struck in the vagina, be- 
cause after the attack there was vaginal soreness and bleed- 
ing. She further stated that she had been kept a prisoner in 
her friend’s quarters for three days and that he and some 
relatives had made an attempt to extract something from the 
vagina. 


Roentgenogram showing soft drink bottle in peritoneal 
cavity. 


Two weeks after the attack she was brought to the hos- 
pital with a fever, vomiting, a distended, painful abdomen, 
and the absence of bowel sounds. Pelvic examination showed 
a profuse bloody discharge in the vagina and a laceration in 


From the Division of Gynecology, Medical College of Virginia, 
Richmond. 


the posterior vaginal fornix. The cul-de-sac bulged but was 
not fluctuant. The cervix appeared normal. Due to pain and 
abdominal distention, the corpus and adnexa could not be 
outlined. 

Her temperature fluctuated between 100 and 105 F 
(37.8 to 40.5 C). The hemoglobin level was 12 Gm. %; the 
white blood cell count was 22,800 per cubic millimeter, with 
88% polymorphonuclear leukocytes, 11% lymphocytes, and 
1% eosinophils. The blood chemistry was as follows: serum 
sodium level, 140 mEq. per liter; serum calcium level, 5 
mEq.; serum chloride level, 99 mEq.; and carbon dioxide— 
combining power, less than 7 mg. %. 

On June 10, the patient was given a fluoroscopic examina- 
tion to aid in the passage of a Devine tube. To the surprise of 
the examiner, the fluoroscopic examination showed “a density 
resembling a soft drink bottle.” He reported that “no definite 
gas was seen surrounding the bottle to suggest that it was 
located within the lumen of the intestine, and it was thought 
to lie free in the peritoneal cavity.” There was no free air 
under the diaphragm, and a single air fluid level was seen 
in what appeared to be the stomach. Several loops of small 
intestine were slightly distended, and moderate gas was 
seen throughout the colon (see figure), Close inspection of 
the bottle on one film showed the lettering on the bottle. 

The patient was given a blood transfusion, and a laparot- 
omy was performed the same day that the x-ray findings 
were made. A 12-0z. bottle was found in the peritoneal 
cavity and was surrounded by an abscess filled with a large 
quantity of pus. The wall of the abscess was formed by 
adherent loops of intestine. There were adhesions in the 
pelvis; otherwise the pelvic organs appeared normal, and the 
site of entry of the foreign body was not determined from 
above. 

Culture of pus from the abdominal cavity grew alpha 
streptococci and Escherichia coli. The infection responded 
well to chloramphenicol (Chloromycetin), penicillin, and 
streptomycin therapy, though the immediate postoperative 
course was stormy. A wound breakdown required resuture. 
On June 30, 23 days after admission, the patient was dis- 
charged from the hospital in good condition. The “boy- 
friend” was tried, convicted, and sentenced to a penal insti- 
tution for four years. 


Comment 


The above case is one in which a large soft drink 
bottle was introduced into the peritoneal cavity, 
via the vagina, and remained there unknown to the 
patient for over two weeks. In these respects the 
case may be unique. 


1200 E. Broad St. (19) (Dr. Hoge). 
Reference 


1. Hoge, R. H.: Foreign Bodies in Gynecology and Sur- 
gery, Virginia M. Month., to be published. 


pe 
i: 
x . 


Vol. 168, No. 1 


COUNCIL ON DRUGS 


SYMPOSIUM-PANEL DISCUSSION 
ADRENAL 


ON THE USE AND ABUSE OF 
STEROIDS 


An A. M. A. symposium and panel discussion on the captioned subject, sponsored by the 
Council, will be presented at the Lisner Auditorium of the George Washington University 
School of Medicine, 21st and H Streets, N.W., Washington, D. C., September 25, 1958. The 
meeting, which is being held in cooperation with the University and the Medical Society 
of the District of Columbia, is open to all physicians, including graduate and undergraduate 
students of medicine. Registration will be optional and free of charge. The program, which 
follows, has been arranged by authorization of the Council. 


1:15 p. m.: Welcome 
Dr. Joun Parks, Dean, George Washington 
University School of Medicine 
Dr. James W. Warts, President, the Medical 
Society of the District of Columbia and 
Professor of Neurological Surgery, George 
Washington University School of Medicine 
Dr. Hucn H. Hussey Jr., Member, A. M. A. 
Board of Trustees and Dean, Georgetown 
University School of Medicine 
1:30 p. m.: Opening Remarks by the Chairman- 
Moderator 
Dr. THomas McP. Brown, Member, A. M. A. 
Council on Drugs, Executive Officer of the 
Department and Eugene Meyer Professor 
of Medicine, George Washington University 
School of Medicine 
1:45 p. m.: Steroid Therapy in Endocrine Disorders 
Dr. JoHn E. Howarp, Associate Professor of 
Medicine, Johns Hopkins University School 
of Medicine 
2:05 p. m.: Steroid Therapy in Rheumatoid Diseases 
Dr. L. Maxwett Lockie, Professor and Head 
of the Division of Therapeutics, University 
of Buffalo School of Medicine 


H. D. Kautz, M.D., Secretary. 


2.25 p. m.: Steroid Therapy in Systemic Infections 
Dr. Monroe J. RomMansky, Professor of Medi- 
cine, George Washington University School 
of Medicine 
2:45 p. m.: Steroid Therapy in Skin Disorders 
Dr. RicHarp B. Stoucuton, Director of Derm- 
atology, Western Reserve University School 
of Medicine 
3:05 p. m.: Steroid Therapy in Surgical Patients 
Dr. Warren H. Core, Professor of Surgery 
and Head of the Department, University of 
Illinois College of Medicine 
3:25 p. m.: Steroid Therapy in Ophthalmic Lesions 
Dr. Invinc H. Leopotp, Professor and Head of 
the Department of Ophthalmology, Univer- 
sity of Pennsylvania, Graduate School of 
Medicine 
3:45 p. m.: Intermission (15 minutes ) 
4:00 p. m.: Panel Discussion of Adrenal Steroid 
Therapy 
Moderator: Dr. Brown 
Panelists: Drs. Howarp, Lockie, RoMANSKY, 
SroucHTON, CoLe, and 
The panel will open the preceding presentations 
to general discussion and will consider questions 
from the audience. 


CHEMICAL LABORATORY 


The Chemical Laboratory has authorized publi- 
cation of the following statement. 
Watter WoLMAN, Pu.D., Director. 


Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Lab- 
oratory of the American Medical Association rep- 
resent an expression of opinion as to what might 
constitute adequate tests and assays to serve as a 
reference guide to those interested in the identity 
and quality of a new and nonofficial drug. 

Completed monographs are published in the 
journal Drug Standards for those interested in the 
details of the procedures. Monographs on the fol- 


lowing drugs have appeared in the March-April, 
1958, issue of that journal, except for the mono- 
graph on fludrocortisone acetate which appeared 
in the January-February, 1958, issue. The coopera- 
tion of the listed pharmaceutical firms that fur- 
nished samples and data is acknowledged. 


(Lederle Laboratories ) 

( Lederle Laboratories ) 

Carbazochrome salicylate (The S. E. Massengill Co. ) 
Fludrocortisone acetate..................-. (Merck Sharp & Dohme) 
(E. R. Squibb & Sons) 

(The Upjohn Company ) 

Hydroxystilbamidine isethionate..(The Wm. S. Merrell Co. ) 
Mecamylamine hydrochloride.......... (Merck Sharp & Dohme) 
Methyprylon (Hoffmann-La Roche, Inc.) 
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COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The Council has authorized publication of the following report. This article is part of a nutri- 
tion education program which is assisted by the Nutrition Foundation, Inc. 


Diabetes mellitus in children and young adults 
during the preinsulin era was a severe and rapidly 
progressive disease. After the discovery and intro- 
duction of insulin in 1922, it became possible to 
keep the diabetic child alive. As additional informa- 
tion concerning the disease accumulated, better 
methods of treatment were evolved. Advances in 
the field of nutrition, refinements in the handling of 
acute complications such as acidosis and coma, 
introduction of refined and prolonged-acting insulin 
preparations, and the discovery of potent antibac- 
terial agents which combat intercurrent infections 
are important factors that have made it possible to 
improve the health status and increase the life 
expectancy of the juvenile patient with diabetes 
mellitus. 

The insulin-sensitive type of diabetes in children 
is so different from diabetes in the middle-aged or 
elderly patient that it requires special consideration. 
The majority of children and young adult patients 
are undernourished when the disease is first dis- 
covered, and the onset of the disease is relatively 
sudden. The majority of the older patients are obese 
when the disease is first discovered, and the onset is 
frequently insidious. The disease in the child is 
more severe than the disease in the adult. The nu- 
tritional requirements of the child are relatively 
greater and gradually changing. Infections are more 
frequent and more severe. Physical activity is much 
more erratic, and the emotional pattern is less pre- 
dictable, especially during adolescence. From the 
standpoint of practical therapeutics, it is safer to 
consider diabetes of the young as distinct from 
diabetes of the middle-aged or elderly patient. 
The difficulties encountered in the over-all manage- 
ment of the child with diabetes are so numerous 
that expert care is desirable. 

As the survival period of juvenile diabetics 
has gradually lengthened, degenerative vascular 
changes have been observed with increasing fre- 


NUTRITIONAL MANAGEMENT OF CHILDREN 
MELLITUS 


Robert L. Jackson, M.D., Columbia, Mo. 


From the Department of Pediatrics, School of Medicine, University 
of Missouri. 


L. Wuire, Sc.D., Secretary. 


WITH DIABETES 


quency. A high percentage of young adults who 
have been diabetics since childhood find them- 
selves severely handicapped by crippling vascular 
disease. Although great progress has been made in 
the treatment of childhood diabetes, most methods 
used in the past have failed to prevent the develop- 
ment of diabetic retinopathy 10 to 15 years after 
the onset of the disease.’ The only identifiable fac- 
tor which has been found to have a constant sig- 
nificant relationship to the incidence and severity 
of the vascular complication is the degree of control 
of the disease. 


Diet for Growth and Maintenance 


Dietary management is of major importance in 
the treatment of children with diabetes, as the 
nature and severity of the disease are such that 
insulin therapy is required. There has been a 
gradual transition in types of diets prescribed for 
children with diabetes. At present, there is almost 
universal agreement that the maintenance diet of 
the child with diabetes should be essentially the 
same as for normal children and that it is important 
that the food habits of the child’s family and school- 
mates be considered in planning the diet.* Contro- 
versy exists regarding the necessity for close super- 
vision of the intake of food. 

Most authorities believe there is a close relation- 
ship between control of the diabetes and the 
development of complications, both short-term and 
long-term. Consequently, they advocate that the 
food intake and insulin distribution be adjusted so 
as to avoid insulin reactions and, insofar as prac- 
ticable, to avoid glycosuria. However, the difficul- 
ties encountered in treating diabetes in the child are 
so numerous that others believe it is undesirable to 
adjust the insulin dosage and food intake to closely 
control the glycosuria. They believe that these re- 
strictions are undesirable for the emotional health 
of the child and that moderate glycosuria will 
lessen the dangers of insulin reaction. Members of 
this group advocate a so-called free diet and 
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sufficient insulin to control polyuria and gross 
glycosuria and to avoid ketonuria at all times. The 
introduction of the term “free diet” has resulted in 
considerable confusion, since the term is interpreted 
differently. The free diet usually is supervised to 
the extent of instructing the parents and the child 
regarding an adequate and regular intake of food, 
with avoidance of excessive use of unessential 
foods. Our present state of knowledge makes it not 
only possible but practical to maintain a high de- 
gree of control in children living in well-adjusted 
homes. Each patient finally makes a compromise 
between that which is attainable and that which 
his environment will allow. With a noncooperative 
and indifferent family, evidence indicates that a 
greater compromise must be made to the patient's 
ultimate disadvantage. 

Diabetic children have a rather uniform pattern 
of recovery once treatment of the disease is initiated. 
Prior to insulin therapy, the child with diabetes has 
depleted his nutritional stores; thus, during the 
initial phases of management, he is rebuilding body 
tissues and stores to normal. During this time his 
requirements for calories and other essential nu- 
trients are higher than the predicted requirements 
for well children. At the beginning of treatment, 
it is desirable to provide approximately 1.5 Gm. of 
protein and 35 to 40 calories per pound of theoreti- 
cal body weight. The caloric intake is adjusted 
subsequently, according to the appetite and weight 
response of the patient. Vitamin supplementation is 
indicated during the initial period of treatment. 
Deficiencies of thiamine, riboflavin, and niacin can 
occur in diabetic acidosis. Supplementation of the 
diet with three to five times the recommended 
daily allowance of these vitamins for the first week 
or so of postacidotic treatment would seem to be 
indicated in order to replenish the nutritional stores. 
After this initial period, the only vitamin sup; 'e- 
ment needed is the same as for normal chileren 
receiving a good diet, namely, 400 units of vitamin 
D daily. 

The recommended dietary allowances of the 
National Research Council are the best guides for 
providing for the nutritional requirements.’ In 
1942, Jackson and Kenefick * found that the diet for 
the diabetic child could be calculated on the basis 
of protein and calories and that no special attention 
need be given to the ratio of fat to carbohydrate of 
individual meals. 

Calories.—My associates and I recently studied 
the caloric intake of 71 juvenile diabetic patients 
who maintained a high degree of dietary control 
and sustained normal growth; the mean caloric 
intake per pound of body weight is shown in the 
figure.” When good nutritional status has been 
established and growth follows a fairly normal 
pattern, the caloric requirement can be estimated 
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from these figures denoting mean calories per 
pound of body weight. However, a wide range of 
caloric intake may be expected at each age, as the 
needs of each child are variable. They depend not 
only on age and sex but also on body build, rate of 
growth, type and amount of activity, amount of 
rest, and emotional lability. In the figure the curves 
for boys and girls are almost identical through age 
10. In a child from 1 to 3% years old, the curves 
for caloric intake per pound of body weight de- 
crease rapidly; they level off until the child reaches 
8 years of age and then show a steady decline 
through adolescence. In children 10 to 18 years old, 
the number of calories per pound of body weight 
for girls decreases more rapidly than those for boys. 
The total caloric intake of both boys and girls up to 
adolescence is much the same as that recommended 
by the National Research Council. However, from 
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CALORIES PER POUND BODY WEIGHT 


230 4 6 7 8 
AGE IN YEARS 
Mean caloric intake per pound of body weight, in rela- 
tion to age, for 39 boys and 32 girls with diabetes mellitus 
in good control.® 


ages 13 through 18 for girls and 16 through 18 for 
boys, those children receiving semiquantitative diets 
have somewhat lower caloric intakes than those 
recommended by the National Research Council. 
This knowledge is particularly useful in guiding 
the intake of adolescent girls to prevent obesity. 
Some of the factors involved in the usual accelerated 
weight gain in girls include failure to decrease in- 
sulin and caloric intake after the prepuberal growth 
spurt, decreased physical activity, and dietary in- 
discretion to attain social acceptance. If a child is 
either overweight or underweight, the theoretical 
weight for his height rather than his actual weight 
should be used as a guide for predicting caloric 
intake. 
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Protein.—The vital importance of adequate pro- 
tein intake for children is generally accepted. The 
main effect of uncontrolled diabetes on protein 
metabolism appears to be a decreased rate of 
muscle-protein synthesis. In untreated, severely 
diabetic animals, this decrease in formation rate 
may be as high as 60 to 80%. Almost all juvenile, 
diabetic patients are labile and at times do not 
maintain a high degree of control of the disease. 
The slow release of potential carbohydrates from 
protein has been shown to help maintain a more 
even distribution of sugar in the blood. Fanconi 
and others report an extremely high incidence of 
nephropathies in a group of juvenile diabetics given 
a low-protein diet.*° Consequently, for diabetic pa- 
tients during early childhood and the prepubescent 
growth spurt, and with retarded growth, 1.5 Gm. of 
protein per pound of theoretical weight is advo- 
cated. For patients during midchildhood, at least 1 
Gm. of protein per pound of body weight is de- 
sirable. This liberal protein intake (15 to 20% of 
total calories) is therefore advised to reestablish 
the nutritional state after periods of incomplete 
control, to help maintain a more even distribution 
of sugar in the biood, and possibly to help retard 
the development of degenerative changes. 

Fat.—Many dietary surveys, including a recent 
study of children, indicate that fat contributes 
about 40% of the total calories in the American 
diet.’ Foods which contain a high content of animal 
protein also contain an appreciable amount of fat. 
The percentage of fat in diets containing a high 
content of animal protein will tend to be 40% or 
slightly higher unless some precautions are taken 
in selection and preparation of meat and milk 
products. 

Atherosclerosis is known to appear earlier and to 
progress at an accelerated rate in most diabetic 
patients receiving standard methods of therapy. 
Recent epidemiologic studies of different ethnic 
groups suggest that the percentage and type of fat 
in their diets may be related to the age of onset 
and incidence of atherosclerosis. Additional studies 
are needed to determine whether a lower fat intake 
or a higher intake of unsaturated fatty acids will 
help delay the appearance of atherosclerosis in non- 
diabetic and diabetic patients. Until we have addi- 
tional knowledge, it would seem desirable that the 
over-all average caloric intake from fat for the 
diabetic not exceed 35 to 40% and that some un- 
hydrogenated polyunsaturated vegetable oils be in- 
cluded in the diet. However, as previously stated, 
it is not necessary to provide a fixed ratio of fat to 
carbohydrate for individual meals. 

Carbohydrate.—If 15 to 20% of the calories are 
provided by protein and 35 to 40% by fat, then the 
remaining 40 to 50% of the total calories will be 
derived from carbohydrates. To maintain a high 


J.A.M.A., Sept. 6, 1958 


degree of control, the distribution of the dietary 
carbohydrates throughout the day must be relative- 
ly uniform. The use of concentrated sweets should 
be avoided except in small quantities in seasoning 
other foods for regular meals. 

Minerals.—Without the inclusion of milk in the 
diet, the nutritional requirement of the child for 
protein and calcium cannot be met unless special 
and expert supervision is given. Milk and milk 
products are the best sources of minerals, particu- 
larly of calcium. Calcium is the chief mineral re- 
quiring special attention during childhood, since 
the other essential minerals are most likely to be 
present in sufficient amounts in most diets. Milk 
should not be considered solely as a source of 
calcium, because it contributes most importantly to 
the requirements of protein as well as to other 
essential nutrients, such as vitamin A, riboflavin, 
and thiamine. 

The efficiency of calcium utilization in children 
varies widely, but when 400 units of vitamin D are 
given, the range of retention is not great; however, 
the amount ingested always greatly exceeds the 
amount retained. If the child is receiving 400 units 
of vitamin D daily, it has been found that in the 
early part of the preschool period one pint of milk, 
in addition to the usual diet, permits an adequate 
retention of calcium to meet the theoretical require- 
ment which is low at this age. Very quickly after 
this time and up to the time the child is approxi- 
mately 10 years of age, the retention requirement 
is not met until the quantity of milk is increased 
to about one and one-half pints daily. The require- 
ment during the prepubescent growth spurt is a 
quart or more daily. 


Diet and Physical Activity 


Physical activity and its relation to food intake is 
a very important aspect of diabetic management. 
The diabetic child may be as active as any child, 
and it is necessary to understand his caloric needs 
in this respect. During the period of regulation in 
the hospital, it is desirable to maintain as constant 
and normal a pattern of physical activity as possible. 
Once the insulin requirement has been established 
and the child returns home, it is important to keep 
the dosage of insulin as constant as possible from 
day to day and to make additions or subtractions 
of food with variations of exercise rather than in- 
creasing or decreasing the insulin. It is impossible 
to advise specific adjustments of the diet for a given 
child for a given period of activity or inactivity. 
It is necessary for the mother and the child to work 
out this problem by experience on a trial-and-error 
basis, and at each office visit this phase of manage- 
ment needs to be discussed and a program gradual- 
ly evolved to fit the pattern of each child’s life. It 
is preferable to give additional small amounts of 
food with the meals or between-meal snacks. 
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Although additional food for exercise is advised, 
ingesting excessive food outside the regular dietary 
pattern is definitely discouraged. 

Studies by workers at Columbia University have 
provided some data on energy expenditure by chil- 
dren for specific activities.* These data illustrate 
that caloric intake might well increase several 
hundred calories a day to meet the needs of stren- 
uous activity. For example, boys 12 to 14 years old 
require 1.0 calorie per pound per hour for quiet 
play, with an increase to 2.0 calories per pound per 
hour for cycling. The mean value of energy ex- 
penditure for the routine activities of boys 12 to 14 
years old is calculated to be 1.2 calories per pound 
per hour. An increase of 0.9 calorie per pound per 
hour would bring the calories up to the reported 
requirement for cycling.. For a 13-year-old boy 
weighing 90 Ib. (40.9 kg.), this would add an 
energy expenditure of about 80 calories per hour. 
Five hours of work at this rate of expenditure 
would add approximately 400 calories to the day's 
needs. Therefore, the predicted mean total caloric 
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diet. Soon they learn how to estimate quantities of 
foods that appear daily in the meals. We have 
found that the use of simple, quantitative diets is 
important in the beginning home care of the child 
in order that the parent and the child feel secure 
about this aspect of diabetic care while they are 
learning to test urine specimens, administer insulin, 
and adjust the dosage of insulin. It is most im- 
portant in the initial instruction of the parents and 
the child to teach them how to use high-quality 
common foods in preparing simple menus. The 
initial menu may include only one or two substitu- 
tions from each group. Additional substitutions are 
made gradually at whatever rate the parent and 
the child desire and can understand. This type of 
dietary management helps to teach the parents and 
the child the importance of the interrelationship of 
food intake with the timing, amount, and type of 
insulin being administered. The mother soon learns 
how to estimate the food that appears daily in the 
meals. As the parent and the child gain experience 


Percentage Distributions of Insulin and Diet 


Distribution of Calories of Total Diet, % 


Daily Distribution of Insulin, %* ———__—_-—— — 
Injections, ——-———_——— ~— ——— Breakfast Snack Dinner Snack Supper Snack 
Regimen Type of Insulin No. Breakfast Dinner Supper Night 7:00 9—9:30 12:00 3—4:30 5:30 9—9:30 
A BNE piecccccenncesameubonvann 4 35 22 28 15 33% 33% 33% 
B 2 35 22 33 33 28 6 
Globin zine, 
lente, or 
isophane 
| 1 43 
‘ Mixture of 1 
part regular 
to 2 parts 
globin zine 
1 662% 21 12 28 6 28 6 
Globin zine 


* Regular insulin and mixtures of regular and globin zine or isophane insulins are given approximately % hour before meals; globin zinc, lente, 


or isophane insulins are given 1 to 142 hours before meals. 


intake for a 13-year-old boy might increase from 
approximately 2,600 to 3,000 calories or more on a 
day when physical activity was greatly increased. 


Diet and Infection 


The basal diet should be reduced during infec- 
tions, depending on the severity of the infection, 
the degree of anorexia, and the amount of curtail- 
ment of physical activity. We have found it desir- 
able to lower the total calories by 20 to 30% pri- 
marily by decreasing the fat content of the diet. 
The use of more fruits with higher percentages of 
carbohydrate makes the diet smaller and usually 
more acceptable. 


Diet Instruction 


In order to learn the caloric content of different 
portions of food, the mother and the child are 
taught how to weigh or measure all foods in the 


and insight, they are ready to learn how to ex- 
change foods. Recipes combining the basic foods 
used in the diet are then given to the parents. 
These will add variety to the meals and stimulate 
individual interest. 

Diabetic diets have been devised for children in 
the department of pediatrics at the State University 
of Iowa.* The distribution of the food into meals 
was designed to approximate the usual eating 
habits of well-fed American children. When com- 
pared with the daily dietary allowances as re- 
commended by the National Research Council, 
these diets provide a more liberal allowance for 
protein, calcium, vitamin A, and riboflavin. This 
slightly higher content of essential nutrients may 
be desirable as it is impossible to maintain complete 
diabetic control at all times. The food values of the 
substitutions used in these diets for diabetic chil- 
dren are approximately the same as those in the 
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Exchange Food Lists prepared by the American 
Diabetes Association, the American Dietetic Asso- 
ciation, and the United States Public Health Serv- 
ice. From the clinical viewpoint, if the proper foods 
are selected, the minor differences in the two sys- 
tems are insignificant. By use of exchange lists, 
dietary patterns to meet the relatively greater and 
changing nutritive needs of children are being de- 
vised and tried at the University of Missouri 
Medical Center. 

The only difference in the dietary program for 
the diabetic as compared with that for the nondia- 
betic child is that the food intake of the diabetic 
is adjusted according to the type and amount of 
insulin that has been administered as well as 
according to the physical activity pattern of the 
child. In other words, the basic diet is used as a 
guideline for varying the food intake from day to 
day. In addition, the parents must be taught how 
to adjust the basic diet according to the appetite 
and the rate of growth of the child during periods 
of illness. This is possible, however, only to the 
degree that the parents have an understanding of 
the disease, which depends on how well they have 
been instructed and their innate ability to learn. 
Actually, the nutrition of the entire family is usual- 
ly greatly improved. From interviews with adults 
whose diabetic condition developed in childhood, 
we have learned that those patients who had estab- 
lished good nutritional habits as children had, with 
few exceptions, carried these habits into adult life. 


Insulin and Diet 


Most, if not all, diabetic children require two or 
three daily injections of insulin if hypoglycemia 
and glycosuria are to be controlled. In our ex- 
perience it is best to decrease the number of in- 
jections gradually by using longer-acting insulin 
preparations according to the tolerance of the 
patient. 

Three regimens of insulin, with appropriate 
dietary plans, are shown in the table. Regimen A 
(four injections of insulin and three meals) is used 
in the hospital for the early treatment of the patient 
to establish glycemic equilibrium. Regimen B 
(three injections of insulin and three meals and an 
evening snack) is used in the hospital after control 
is attained and for the initial period of home man- 
agement. Regimen C (two injections of insulin and 
three meals and three snacks) is introduced in the 
outpatient clinic or office and is used after the pa- 
tient is familiar with regimen B. If the patient has 
difficulty in maintaining control with regimen C, 
he is advised to revert to regimen B, which provides 
greater ease and adjustment of the insulin dosage. 
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Summary 


Dietary management is of major importance in 
the treatment of children with diabetes, as the 
nature and severity of the disease are such that 
insulin therapy is required. In addition to the use 
of a nutritionally adequate diet, food must be given 
in the proper relationship to the distribution of 
insulin and to changes in the patient’s physical 
activity. 

The ultimate success of any diabetic regimen 
will depend on the thorough education of the child 
and his parents so that they become independent 
and competent in their abilities to manage the dis- 
ease. Instruction, therefore, must be simple and 
straightforward and vary according to the ability of 
the parents and the child to learn. By using this 
philosophy of dietary and diabetic management, 
the child with diabetes can be happy and well ad- 
justed. He need not lead a regimented life but, 
instead, a flexible, normal life which permits con- 
trol of the disease and delays or prevents the de- 
velopment of degenerative changes. 


Exchange Food Lists may be purchased from the Amer- 
ican Dietetic Association, 620 N. Michigan Ave., Chicago 
11, and the American Diabetes Association, Inc., 1 E. 45th 
St., New York 17. 
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COUNCIL ON INDUSTRIAL HEALTH 


The following three reports have been prepared by the Committee on Industrial Ophthal- 


mology of the Council on Industrial Health. 


USE OF WATER IN EMERGENCY 
TREATMENT OF CHEMICAL EYE INJURIES 


The Committee on Industrial Ophthalmology, 
Council on Industrial Health, American Medical 
Association, has noted the tremendous saving of 
eyesight among industrial employees brought about 
by immediate and thorough flushing of harmful 
chemicals from the eyes by copious amounts of 
water. This has been found to be the most impor- 
tant first-aid measure in such cases. 

Published reports of research in the use of buf- 
fered neutralizing solutions have failed to show 
superiority of buffer instillation over proper water 
irrigation. Buffer action is essentially limited to 
neutralization of acid and alkaline substances. 
Water irrigation removes chemicals by mechanical 
flushing. 

It is the belief of the Committee that copious 
irrigation with water is still the most universally 
available, effective, and practical emergency first- 
aid treatment of eyes injured by chemicals and is 
the method of choice in such cases. 


EFFECT OF FLUORESCENT 
LIGHT ON VISION 


Fluorescent lighting is occasionally suspected of 
possessing harmful qualities not found in other 
forms of artificial illumination or in daylight. Both 
the ultraviolet and infrared components have been 
suspected. The Committee on Industrial Ophthal- 
mology, Council on Industrial Health, American 
Medical Association, makes the following state- 
ment: 

The ultraviolet energy from clear blue summer 
sky light is several times as great per foot-candle 
as fluorescent light. 

Light from some fluorescent lamps resembles 
daylight more closely than that from tungsten- 
filament lamps. This color resemblance to daylight 
is a desirable quality. 

Infrared energy found in present-day fluorescent 
lighting produces no known physiological effect 
except that due to heat. Fluorescent light generates 
less heat per candle power than tungsten lamps. 

Glare may occur in any system of lighting. Its 
solution rests with proper installation and use. 


The members of the Committee on Industrial Ophthalmology are 
Edmund B. Spaeth (Chairman), Philadelphia; Franklin M. Foote, 
New York; Ralph S. McLaughlin, Laconia, N. H.; Joseph F. Novak, 
Pittsburgh; Ralph W. Ryan, Morgantown, W. Va. 


B. Dixon M.D., Secretary. 


Individual tasks need different levels of illumina- 
tion to provide a satisfactory degree of visual 
efficiency and eye comfort. Recommended levels 
(in foot-candles) have been established by the 
American Standards Association and the Iluminat- 
ing Engineering Society and can be readily achieved 
through the use of properly installed and main- 
tained lighting. 

Some individuals are light sensitive and experi- 
ence eye discomfort from light regardless of its 
type or source. Constitutional and pathological 
factors should be considered, as well as the amount 
and kind of light. 

Noticeable flicker may be present in single tube 
installations, but usually is eliminated in modern 
multiple tube fluorescent installations. 


Summary 


Fluorescent lighting is not harmful to the eyes. 
It does not cause visual discomfort if properly 
installed, maintained, and used. 


EYE SAFETY EQUIPMENT 


It has come to the attention of the Committee on 
Industrial Ophthalmology, Council on Industrial 
Health, American Medical Association, that ques- 
tions have arisen in industry and the lay press as to 
whether eye safety equipment might produce eye 
disease. The Committee makes the following state- 
ment: 

Eye disease is not caused by lenses in eve safety 
equipment. Substandard or improperly fitted lenses 
may cause annoyance and discomfort but not dis- 
ease. Properly fitted safety goggles meeting the 
specifications of the National Bureau of Standards ' 
will eliminate such problems. 

The Committee is cognizant of the excellent re- 
sults achieved in industry by well-conceived and 
well-executed eye protection programs, and thor- 
oughly endorses them. 

Since eye protection programs involve medical 
eye problems, they are properly a part of industrial 
medical services and it is essential that such pro- 
grams be under the supervision of a competent 
physician. The examination, fitting, and mainte- 
nance of eye protective wear should be under the 
supervision of an eye physician. 
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COMMITTEE ON MEDICOLEGAL PROBLEMS 


HANDWRITING, SPEECH, AND BEHAVIOR CHANGES 
Emil Bogen, M.D., Olive View, Calif. 


This report is chapter 8 from a manual, being prepared by the Committee on Medicolegal 


Problems, dealing with medical and legal procedures involved in the use of chemical tests for 


intoxication. 


The reliability, accuracy, and specificity of the 
various chemical tests for the alcoholic content of 
the breath, blood, urine, or other materials have 
been extensively determined. The correlation be- 
tween the level of alcohol in the body fluids and 
the physiological and psychological reactions of the 
subject have been verified by a multitude of ob- 
servers. The legality of such examinations has been 
established not only by scholarly briefs and local, 
state, and federal court decisions but also by spe- 
cific legislative enactments. 

In any particular instance, however, the possi- 
bilities of error in the collection, identification, 
analysis, and recording of results of the tests may 
cast doubt on their applicability. The bare report 
of a laboratory finding may fail to convince a 
judge or jury in the absence of confirmatory clinical 
data, especially in the face of a stout denial on the 
part of the culprit and the array of witnesses who 
testify to his sobriety. In every case, therefore, it is 
important that a modicum of observations should 
be made by the arresting officer and the examining 
physician and the results recorded to support the 
results of the chemical tests. Motion pictures, 
phonographic recordings, and holographic samples 
of handwriting form additional useful exhibits in 
some contested cases. 

A flushed face, red nose, congested conjunctiva, 
reflecting peripheral vasodilatation, a fast bounding 
pulse, deep or rapid respiration, and dilated pupils 
indicating general excitation or the reverse during 
the later depressed stages, and hiccups, vomiting, 
or other visceral effects of alcoholic liquors should 
be noted. Such symptoms may arise from many 
other causes, but these may be often excluded by 
other information and generally are consistent with 


the chemical findings. 
Behavior Change 


The most important clinical evidences of alco- 
holic intoxication are to be sought in the character- 
istic alterations in the behavior of the individual 
due to its effects on the central nervous system. 
These are observed primarily in the psychic sphere, 
in the intellectual and emotional processes which 
impel and contro] the content and form of his 
behavior. They represent the various stages of 
anesthesia, progressing with increasing concentra- 
tions of alcohol in the blood, from the first imper- 


ceptible alterations in judgment and disposition 
through the various manifestations of central and 
peripheral nervous disturbances to the deepening 
stupor and coma which may eventuate in death. 

The psychic changes are associated with lower- 
ing in the sensory sensitivity with a rise in the 
threshold of sensation or a lessening of central 
attention, so that a person is not as conscious of 
what is happening around him or even of what he 
is doing himself. The reaction time is prolonged 
and reflex irritability lessens. Lessening in muscu- 
lar coordination represents impaired nerve conduc- 
tion from the brain to the muscles rather than 
mere muscular weakness. 

The earliest influences of alcohol, with blood 
levels of less than 0.1% are usually so slight as to 
be readily overlooked. The diminution in inhi- 
bitions and social restraints may be at first mani- 
fested in slight departures from good taste and 
manners and lessening in self-control and consid- 
eration for others. Affective changes may lead to 
alterations in mood and disposition, with a feeling 
of euphoria and good fellowship, along with an 
increased confidence in one’s mental and physical 
prowess which may lead to dangerous recklessness. 
At the same time attention, observation, deliber- 
ation and judgment, and self-criticism may be 
blunted and suggestibility and impulsiveness in- 
creased. Accidents and crimes may result, there- 
fore, from levels of blood alcohol at which sensory 
or motor changes remain imperceptible unless deli- 
cate measurements are compared with careful ob- 
servations made previously or later in the absence 
of alcohol. 

In the so-called stage of excitement, when the 
concentration of alcohol passes 0.1%, self-conscious- 
ness and self-control diminish. Some persons be- 
come exalted, gay, and garrulous and others senti- 
mental, affectionate, and confidential. Still others 
become boasting and boisterous or suspicious and 
bellicose, while some seem depressed and become 
sluggish, quiet, and sleepy without showing the 
more usual excitation. There may be emotional 
instability with sudden shifts from hilarious merri- 
ment to maudlin weeping, demonstrative affection 
to abusive pugnacity. Disorderliness, dirtiness, 
carelessness, and slovenliness may appear. Hearing 
and vision become less acute. Muscular movements 
are active, often unrestrained, and evidences of 
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muscular incoordination and beginning clumsiness 
can be detected by careful observation or simple 
tests. 

In the more advanced stages of drunkenness, 
with blood levels of 0.2% or 0.3%, the mental ob- 
fuscation is intensified and incoordination becomes 
more prominent. The disposition and personality 
changes become greater; there may be flight of 
ideas and pressure of activity or sluggishness and 
loss of attention and response. Dizziness, double 
vision, or roaring in the ears may develop, and the 
senses of touch and pain as well as of sight and 
hearing may be blunted and reflex activity in- 
creased. The movements become incoordinated or 
uncontrolled, the subject may be unable to stand 
erect without swaying or falling. When his eves are 
closed, his gait may become staggering, he cannot 
walk in a straight line or place his finger unhesi- 
tatingly on a desired point. Fumbling movements 
of the fingers and hands, with the familiar difficulty 
in inserting a key in a keyhole, or lighting a ciga- 
rette, or in buttoning a garment may be noted. 

As the intoxication deepens the subject reacts 
less and less well to the external environment, the 
early stages of apparent excitation disappear and 
the stage of apathy and general inertia develops. 
Ataxia and general incoordination become marked; 
the subject becomes unable to stand or even to sit 
up. Consciousness becomes impaired so that only 
strong stimulations elicit a response. A semistupor- 
ous or even comatose condition may ensue, with 
complete unconsciousness and paralysis and even- 
tual fatality. 


Speech Changes 


The same kind of changes in thought, feeling, 
sensation, and action which are seen in general 
behavior under the influence of alcohol may also be 
recognized in the activities concerned in speech. 
These are less noticeable when the patient merely 
states his name or other familiar material, but they 
may be elicited on reading or repeating test phrases 
and may be more noticeable on spontaneous speech 
as in narrating the circumstances preceding the 
examination. The first changes in the speech reflect 
the early changes in the psychic sphere. With less- 
ening of inhibitions, profanity, epithets, and in- 
decent words and gestures are used even in the 
presence of women or children. The speech is apt 
to become louder and more rapid and voluble, 
though occasionally it may become slower and 
appear stilted. Impairment in enunciation, with 
slurring and coarsening of speech and the running 
of words together may be noted. As intoxication 
develops, the content of speech becomes less re- 
strained, relevant, and intelligent. Slurring and 
thickening in speech, with lessening in control of 
the vocal cords, may increase. Mental confusion 
may be reflected in omissions, transpositions, inser- 
tions, repetitions or substitutions of letters, words, 
or syllables, which may increase with muttering or 
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spasmodic or sporadic inarticulate sounds, snoring, 
or stertorous breathing until no further sounds may 
be elicited. 
Handwriting Changes 

The same processes which produce alterations in 
speech under the influence of alcohol may be ex- 
pected to result in analogous changes in the hand- 
writing. The preservation of specimens of hand- 
writing which demonstrate these changes may often 
supply valuable evidence in a contested case. Even 
the signature may be affected in overintoxication, 
but copying from a sample or from dictation, or 
preferably an extemporaneous writing, such as an 
account of his condition, are more apt to demon- 
strate significant alterations. The choice of words 
and subjects in writing shows the same loss of 
inhibitions which may be noted in speech and 
actions. Handwriting at an early stage is apt to be 
larger and heavier and more ornate than usual. 
There may be a tendency for the writing to rise or 
fall, and to vary in the size of letters. Later the 
changes become more marked and the letters less 
legible, with more misspellings, crossing out or 
erasures, overwriting, and with excess duplications, 
insertions, omissions, or transpositions of strokes, 
letters, or words similar to the corresponding 
changes in the enunciation of spoken language. 
The writing becomes more scrawling and illegible 
and eventually merely a sprawling line before the 
person becomes entirely unable to scribble. 

Delayed effects of alcoholic intoxication may be 
seen in persons with alcoholic psychoses, in de- 
lirium tremens, in persons recovering from a bout, 
and in inebriates, whether chronic alcoholics or 
periodic drinkers. But these effects are to be noted 
chiefly in the content of behavior, speech, and 
writing and in the weakness or tremors which may 
be present, and the incoordination of the acute 
phases is less often or conspicuously noted. 

Individual variations in manifestations of alco- 
holic intoxication are marked. Loss of coordination 
which may make a clerk stagger without affecting 
his handwriting may greatly impair a patrolman’s 
orthography without affecting his gait. An experi- 
enced automobile driver may be too drunk to walk 
and yet succeed in driving long distances mechan- 
ically, but without remembering any details of the 
trip, the condition being comparable to sleepwalk- 
ing. Under these conditions he would not be pre- 
pared for unusual emergencies or particularly park- 
ing or backing his car. The range of anesthetic 
stages under alcoholic influence is so great, and the 
degree of central nervous disturbance so closely 
related to the concentration of alcohol in the blood, 
that an experienced examiner may often infer 
rather closely the concentration of alcohol that 
exists from observation of the behavior, speech, and 
handwriting of the subject. Accordingly, whenever 
possible the behavior, speech, or handwriting ob- 
served during the examination should be compared 
with that to be noted when the same person is not 
under the influence of alcohol. 
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TOXICITY OF IPRONIAZID 


PRONIAZID phosphate, originally inves- 

tigated in 1952 for its use as a tuberculo- 

static agent, was found to be of limited 

usefulness as a chemotherapeutic agent 
for this purpose because of some undesirable side- 
effects. Particularly troublesome were such un- 
wanted effects as orthostatic hypotension and other 
autonomic disturbances, neurological manifestations 
such as hyperreflexia and clonus, and psychological 
reactions ranging in severity from minor inappropri- 
ateness in behavior to personality changes which 
may be frankly psychotic. More recently, however, 
it has been observed that the drug is capable of 
improving mood and behavior in selected patients 
with mental depression. Accordingly, it has been 
considered for more general use as a “psychic ener- 
gizer.” 

With more extensive clinical employment of the 
drug, it is not surprising to find that other adverse 
reactions have been encountered. By far the most 
serious toxic effect referable to therapy with ipro- 
niazid is jaundice. The exact incidence of this com- 
plication is not known, although it is probably quite 
low. Nevertheless, the appearance of jaundice 
should be regarded as an ominous sign, since it 
may be followed by a fulminating type of hepatitis 
pathologically indistinguishable from acute viral 
hepatitis. In fatal cases, the onset of symptoms is 
sudden, and the disease runs a rapidly downhill 
course. It follows, therefore, that iproniazid is con- 
traindicated in patients with either a history or the 
presence of jaundice, liver disease, or impaired 
hepatic function. Furthermore, periodic liver func- 
tion tests are advisable during therapy. 
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Iproniazid has a slow and cumulative action. For 
this reason, and because the incidence of toxic 
manifestations (particularly jaundice) may be de- 
pendent on dosage, the lowest effective dose should 
be used at all times. The maximum initial dose for 
ambulatory patients is 50 mg. per day; for institu- 
tionalized patients under close medical supervision, 
the initial dose should not exceed 150 mg. per day. 
Initial dosage should be reduced rapidly to the 
lowest levels compatible with satisfactory clinical 
response. Therapy should be discounted as soon as 
feasible. As with any potent drug, iproniazid should 
not be used indiscriminately. Therapy should be 
restricted to patients with moderate to severe de- 
pressions who do not respond to milder central 
nervous system stimulants. The drug is not indicated 
for mild, psychoneurotic depressive states. 

This is not the first drug to be found capable of 
inducing reactions, particularly after considerable 
experience has been accumulated. The sulfonamides 
and antibiotics are well known examples of drugs 
known to have harmful possibilities if improperly 
used and in some instances unpredictable proper- 
ties. This does not mean, however, that they should 
not be used; their use should be restricted to situa- 
tions in which the drugs are clearly indicated with 
full knowledge of how the advantages may out- 
weigh any disadvantages. So it is for iproniazid. 
A drug with indicated usefulness should not be un- 
restrictedly condemned. It should be used only with 
proper appreciation of its usefulness and limitations. 
To do otherwise may deprive a patient of a useful 
remedy, or on the other hand it may cause un- 
necessary risk. 


IMPARTIAL MEDICAL TESTIMONY 


In 60 to 80% of all litigation today medical re- 
ports or medical testimony is required. The role of 
medical science and, hence, the role of the physi- 
cian in the administration of justice are therefore 
assuming ever increasing importance. Medicine is 
not unaware of this situation. It realized many 
years ago that in adversary proceedings—character- 
istic of our system of jurisprudence—advantage can 
be taken of the inexactness of medical science. 
Medicine has also long realized that objectivity and 
impartiality are the sine qua non of good medical 
testimony. It has recognized the possibility that the 
trier of the fact, either judge or jury, may be put in 
a tenuous position because of testimony relating to 
medical possibility and probability or of testimony 
concerning accepted therapy or permissible therapy. 

Medicine, therefore, in the interest of justice, has 
been alert to discover systems to insure competent, 
understandable medical testimony. It has not yet 
discovered a panacea but it looks with interest and 
enthusiasm on the New York Impartial Medical 


1, Impartial Medical Testimony: Report by Special Committee of 
Association of the Bar of the City of New York on the Medical Expert 
Testimony Project, New York, The Macmillan Co. of Canada, Ltd., 
1956; reviewed, J. A. M. A. 161: 1341 (July 28) 1956. 
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Testimony Project as a constructive approach to 
insure testimony that is medically objective, im- 
partial, and adequate. 

The legal profession and the judiciary have been 
equally cognizant of the need for impartial medical 
testimony and have proposed and tried several 
plans for this purpose. Through the judiciary of the 
county of New York, under the leadership of David 
W. Peck, former supreme court judge, the New 
York project was started in 1952. After two years of 
trial, from December, 1952, to December, 1954, the 
program was reviewed and pronounced a success 
and has continued its operations to the present. 
Recently it was extended to the courts in Brooklyn. 

Essentially the plan attempts to solve two prob- 
lems: finding impartial medical experts and making 
them available, and establishing a procedure for 
selecting cases in which the program might be 
helpful. The New York Academy of Medicine, the 
New York County Medical Society, and the Bar 
Association of the City of New York all cooperated 
in the development of this plan. 

The medical societies jointly designate doctors of 
the highest standing and qualifications to be mem- 
bers of 15 panels of specialists. These physicians 
are then available under a mechanism prescribed 
by the plan to make an independent, objective 
examination of the medical aspects of a case in 
litigation and report back to the court and the in- 
terested parties. The actual methods of appointing 
and using the panelists are described in detail in 
a report by a Special Committee of the Association 
of the Bar of the City of New York.’ 

This report includes a very informative analysis 
by Dr. Irving S. Wright, professor of medicine at 
Cornell University. In it he points out the poor 
quality of work done by the medical witnesses whe 
had been retained by the litigants in personal injury 
cases. For example, in 24 of 100 cases in which 
x-rays were involved panel experts found serious 
and obvious mistakes on the part of the previous 
partisan medical witnesses. Dr. Wright suggests 
that the most charitable interpretation of such mis- 
takes is that they resulted from ignorance. 

In 1954 a somewhat similar system of impartial 
medical testimony in personal injury cases was es- 
tablished in Baltimore, through the joint efforts of 
the Bar Association and the Medical and Chirurgi- 
cal Faculty. In an effort to prevent the individual 
court-appointed expert from having too much 
power and too much responsibility, a plan is being 
suggested in Cleveland which provides that the 
panel consultant should have his report reviewed 
and approved by two other panel members before 
submitting it to the court. Investigations are in the 
process and plans are being drawn up in a number 
of other jurisdictions. 

A committee of the Section of Judicial Adminis- 
tration of the American Bar Association reported 
favorably on the use of impartial medical experts 
in persona! injury cases. It stated that where it has 
been employed there have been these effects: 
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“l. It improves the process of finding the medical 
facts, vastly increasing the likelihood of reaching 
the right result. 

“2. It serves to relieve court congestion by bring- 
ing about the settlement of many cases which 
would otherwise have to be tried and which by 
their nature would entail lengthy trials. 

“3. It has a prophylactic effect upon the formula- 
tion and presentation of medical testimony in court. 

“4. The modest cost involved in the payment of 
independent experts is a positive economy in effect- 
ing a large saving in court operations.” 

As a result of this report, the House of Delegates 
of the American Bar Association in 1957 resolved, 
“That the American Bar Association adopt a na- 
tional program, to be implemented at the local 
level, of fostering the creation and employment of 
impartial medical experts, under court aegis in the 
pretrial consideration and trial of personal injury 
cases especially in those communities where there 
is a volume of personal injury litigation in the 
courts and where there is a sufficient number of 
qualified doctors available to constitute a panel; 
that the panel be selected by professional bodies 
on the basis of professional qualifications.” 

For medicine the New York plan and similar 
programs represent an important and _ significant 
experiment in the field of medical expert testimony. 
If the programs are to develop, however, it is clear 
that they must have the wholehearted, intelligent 
cooperation of physicians. No reason has been ad- 
vanced for withholding such cooperation. On the 
contrary many good reasons exist which merit the 
cooperation of physicians in these programs to in- 
sure that they do promote objective, impartial tes- 
timony within the framework of our establishee 
system of jurisprudence. 


INCREASE IN PARALYTIC POLIOMYELITIS 


Reports to the Public Health Service reveal that 
the incidence of paralytic poliomyelitis during the 
last three weeks of July was equal to or greater 
than that for the corresponding weeks of 1957. At 
least one-fourth of the states have reported more 
patients with paralytic poliomyelitis so far this year 
than for the same period of 1957. States and terri- 
tories reporting significantly large numbers for 1957 
included Connecticut, New Jersey, West Virginia, 
Florida, Kentucky, Montana, Hawaii, and Puerto 
Rico. Two localized epidemics or at least “increased 
incidence” areas have been reported in Montana 
and southwestern Virginia. Another has been re- 
ported in Hawaii, principally among dependents of 
military personnel. Only one was reported in 1957, 
this in the District of Columbia. In view of the 
experience of 1958, physicians are urged to warn 
their patients about the need for continuing with 
the poliomyelitis vaccination program. There is an 
adequate supply of material. It remains now only 
for it to be used. 
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STATEMENT CONCERNING COMMITTEES 
ON PATIENT CARE 


The National Joint Commission for the Improve- 
ment of the Care of the Patient recommends the 
formation, in individual hospitals, of committees 
on care of the patient. Believing that professional 
people whose work is interrelated and mutually 
dependent can serve the patient more effectively 
when there is an opportunity for cooperative plan- 
ning, free discussion of problems, and evaluation 
of coordinated activities, representatives from five 
national groups have met together, since 1948, as 
the National Joint Commission for the Improvement 
of the Care of the Patient. The groups represented 
are the American Hospital Association, American 
Medical Association, American Nurses’ Association, 
National Federation of Licensed Practical Nurses, 
and the National League for Nursing. 

The commission is advisory in nature. Its deci- 
sions are in the form of recommendations to the 
parent organizations, subject to their ratification. 
It neither legislates nor sets policy for its members. 
Its most significant contribution to better patient 
care is the part it plays in bringing together at reg- 
ular intervals the national representatives of the 
people who provide that care. 

In 1953, the National Commission, through the 
parent organizations, recommended that similar 
conference groups be established in each state. To 
date, the states that have reported such commissions 
are Arizona, Arkansas, California, Connecticut, 
Florida, Illinois, Indiana, Kansas, Kentucky, Mary- 
land, Massachusetts, Michigan, Mimic. Mon- 
tana, Nebraska, New Hampshire, New York, North 
Carolina, North Dakota, Oregon, Pennsylvania, 
Rhode Island, South Dakota, Texas, Washington, 
and Wisconsin. 

The Joint Commission endorsed the publication 
of the booklet prepared by the Health Resources 
Advisory Committee of the Office of Defense Mo- 
bilization entitled “Mobilizing Your Personnel Re- 
sources for Better Patient Care.” This booklet pro- 
vides an excellent guide for fostering better 
understanding within the various groups giving 
service to patients in a hospital. 

Conference groups have already been estab- 
lished in a number of hospitals. A review of articles 
in the professional publications indicates that these 
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groups are called by different names, have different 
organizational patterns, different membership com- 
position, and different methods of procedure. But 
all have one common aim—the improvement of pa- 
tient care. 

The experiences reported to date indicate that 
these committees are making an important contri- 
bution. Therefore, the NJCICP, through its parent 
organizations, recommends: 

1. That committees on patient care be appointed 
in individual hospitals. Their purpose should be to 
improve the care of the patient through better com- 
munications and through clarification and coordina- 
tion of operational activities. In hospitals without 
separate clinical services, one committee may meet 
the need. In larger hospitals separate committees 
may be needed for each clinical service (e. g., the 
medical service patient care committee) or for 
each patient care unit. 

2. That such committees include a core of mem- 
bers from the medical staff, nursing service, and 
hospital administration. Equally important is repre- 
sentation from those departments whose responsi- 
bilities touch upon the problems considered by the 
committee. For example, representatives from the 
dietary, admitting, social service, and other depart- 
ments may not always be regular members but 
should be invited to attend when matters are dis- 
cussed that concern their departments. 

It is the thinking of the Joint Commission that 
such committees would be advisory in nature and 
not intended to substitute for administrative deci- 
sions. Their great value lies in what they can ac- 
complish through better understanding among the 
various staffs, freer discussion of relationship prob- 
lems, and exploration of new and better ways to 
improve care of the patient. 


CHANGE OF ADDRESS 


If you change your address please notify THE 
JournaL at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of THE JourNAL, being sure to clearly 
state both your old and new address. If your city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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PROCEEDINGS OF THE SAN FRANCISCO MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN SAN FRANCISCO, JUNE 23-27, 1958. 


The actions of the House of Delegates at the San Francisco 
Meeting are abstracted below so that the reader may have 
this information in digest form. The recommendations of the 
various Reference Committees as reported in this abstract 
were adopted by the House of Delegates unless otherwise 
indicated. The official proceedings will be made available in 
a booklet which will be sent to all members of the House of 
Delegates and officers of the American Medical Association. 
This booklet will not, however, be available for several 
weeks.—Ep. 


The meeting of the House of Delegates in San Francisco 
was called to order on June 23, 1958, with an attendance of 
195 delegates out of a possible 198. 


Awards and Citations.—Dr. Frank Hammond Krusen, Roch- 
ester, Minn., was elected the 1958 recipient of the Dis- 
tinguished Service award of the American Medical Associa- 
tion for his outstanding achievements and contributions in 
the field of physical medicine and rehabilitation. 

Mrs. Charles W. Sewell, Otterbein, Ind., and Mr. Gobind 
Behari Lal, Los Angeles, Calif., received citations from the 
American Medical Association for distinguished service in 
advancing the ideals of medicine. 

Dr. Virgil P. Sydenstricker, professor emeritus of medicine 

at the Medical College of Georgia, was awarded the 1958 
Goldberger award in clinical nutrition. 
Remarks of the Speaker.—Dr. E. Vincent Askey, Speaker, in 
his address to the House, stated that pursuant to instructions 
received at the 1957 Philadelphia Clinical Meeting he had 
made the following committee appointments: 

Committee to Study A. M. A. Objectives and Basic Pro- 
grams 

Members of the House of Delegates 

Lewis A. ALESEN, Chairman, California 
THURMAN B. Givan, New York 
Mitrorp O. Rouse, Texas 

Members of the Board of Trustees 

Hucu H. Hussey, Washington, D.C. 
James Z. Pennsylvania 
RayMonpb M. McKeown, Oregon 


Committee to Study the Scientific Assembly 
ALPHONSE McManon, Chairman, Missouri 
A. Nare, Indiana 
Cuarces L, LEEpHAM, Ohio 
James GreENOouGH, New York 
Donovan Warp, lowa 
The Speaker reconstituted the Committee on Medical 
Practices as follows: 
Lester D. Chairman, Indiana 
(reappointed to 3-year term, expiring 12-31-60) 
Rurus B. Rosins, Arkansas 
(reappointed to 3-year term, expiring 12-31-60) 
ELMER G. SHELLEY, Pennsylvania 
(present term expires 12-31-59 ) 
James P. HAMMOND, Vermont 
(appointed to fill unexpired term of Dr. Warde B. 
Allan, resigned, which expires 12-31-58) 
W. ANDREW BuNTEN, Wyoming 
(present term expires 12-31-58 ) 
The Speaker drew attention to the procedures and tradi- 
tions of the House of Delegates as well as to the modus 
operandi of presenting business to the House for its consider- 


ation, and mentioned that an increasingly important part of 
the meetings is the attendance of the alternate delegates. 
He suggested that the constituent medical societies should 
consider sending alternate delegates to each meeting and 
underwriting their expenses. 

The Reference Committee on Reports of Officers, to which 
the remarks of the Speaker were referred, indicated that as 
usual his remarks were appropriately informative, thoughtful, 
and constructive. Of particular interest to the committee was 
the concern the Speaker exhibited over the nebulous status 
of alternate delegates. As it was felt that any solution of the 
problem must be predicated on an understanding of the at- 
titudes of the constituent medical societies, the committee 
recommended that the Board of Trustees be instructed to 
carry out a survey designed to determine the policies of the 
societies with respect to sending alternate delegates to an- 
nual and clinical meetings of the Association. 

The Reference Committees as appointed by the Speaker 
are as follows: 


Amendments to the Constitution and Bylaws 
KENNETH C. Sawyer, Chairman, Colorado 
NorMan S. Moore, New York 
Donovan F. Warp, lowa 
Gerorce S. Kiump, Pennsylvania 
Hitt, North Carolina 


Board of Trustees and Secretary, Reports of 
J. STANLEY KENNEY, Chairman, New York 
Dwicut Wixsvur, California 
EuGENE PENDERGRASS, Section on Radiology 
Frank J. Ho_royp, West Virginia 
Joseru B. CopeLanp, Texas 


Credentials 
A. A. Lampert, Chairman, South Dakota 
WeEsTON Jr., South Carolina 
STANLEY WELD, Connecticut 
Epwarp Touny, Section on Anesthesiology 
SPENCER KIRKLAND, Georgia 


Executive Session 
L. Howarp Scuriver, Chairman, Ohio 
Cuarces L. SHAFER, Pennsylvania 
Donacp Cass, California 
D. STOvALL, Wisconsin 
Gorvon Harkness, Section on Laryngology, Otology, 
and Rhinology 


Hygiene, Public Health, and Industrial Health 
J. Arrwoon, Chairman, California 
F. BRENNAN, Pennsylvania 
F. Lernincer, Nebraska 
Georce D. Jounson, South Carolina 
Epwarp P. FLoop, New York 


Insurance and Medical Service 
Tuomas McCreary, Chairman, Pennsylvania 
H. Retton McCarro Section on Orthopedic Surgery 
J. Hurrr, New Jersey 
Joun S. DeTar, Michigan 
THURMAN Grivan, New York 
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Legislation and Public Relations 
R. J. Azzani, Chairman, New York 
D. Foster, California 
Francis F. HoLLann, Florida 
J. ARNOLD BarcEN, Minnesota 
Dan C. Occe, United States Air Force 


Medical Education and Hospitals 
Norman A. WE tcH, Chairman, Massachusetts 
Peter Murray, New York 
Wes ey W. Hatt, Nevada 
Wa ter C. BorNEMEIER, I]linois 
A. Wricut, North Dakota 


Medical Military Affairs 
Troy A. SHarer, Chairman, Texas 
W. Vinson Pierce, Kentucky 
Francis M. Forster, Section on Nervous and Mental 
Diseases 
ArcHIE O. PITMAN, Oregon 
H. THoomas McGuire, Delaware 


Miscellaneous Business 
Frank A. MacDona.p, Chairman, California 
Joun J. Masterson, New York 
Lucien R. Kansas 
J. M. PrEIFFENBERGER, I]linois 
Cuar.es F. Strosniwer, North Carolina 


Reports of Officers 
James Q. Graves, Chairman, Louisiana 
W. Menric.e, Indiana 
B. E. MontcomMenry, Illinois 
Cuar.es G. Haypen, Massachusetts 
Haro_p GarpneR, Pennsylvania 


Rules and Order of Business 
Josepn C. Grirrirn, Chairman, Wisconsin 
Ezra A. Wo rr, New York 
Louts C. THEOBALD, New Hampshire 
B. W. McNease, Alabama 
Puitie Forsm, Massachusetts 


Sections and Section Work 
Wikte D. Hoover, Chairman, Oklahoma 
H. Kennetu Scat irr, Illinois 
Winrrep A. SHOWMAN, Section on Dermatology 
Jesse W. Reap, Washington 
KENNETH B. CastLeron, Utah 


Tellers 
Eart MALONE, New Mexico 
ALBERT T. SUDMAN, Wyoming 
Mito Frirz, Alaska 
JaMEs FeLpMAYER, California 
F. Orr, Ohio 


Sergeants at Arms 
C. Paut Wurre, Master, Illinois 
Eustace A. ALLEN, Georgia 
L. O. SimeNnstab, Wisconsin 


Introduction of New Delegates._The new delegates intro- 
duced were Drs. Robert E. Hastings, Arizona; Donald A. 
Charnock, California; Henry Gibbons, California; Harlan A. 
McClure, Colorado; Gray Carter, Connecticut; J. W. Cham- 
bers, Georgia; Walter L. Portteus, Indiana; George H. 
Yeager, Maryland; William Bromme, Michigan; John R. 
Rodger, Michigan; Rolla B. Wray, Nevada; Paul F. Orr, 
Ohio; C. L. Berio, Puerto Rico; Samuel B. Hadden, Pennsy]- 
vania; Daugh W. Smith, Tennessee; R. Russell Best, Section 
on Surgery, General and Abdominal; and Col. Floyd L. 
Wergeland, U. S. Army. 


J.A.M.A., Sept. 6, 1958 


In Memoriam.—The Speaker presented the following list of 

members of the House of Delegates and/or officers of the 

American Medical Association, notice of whose death had 

been received since the 1957 Annual Meeting. The dates 

following the names indicate the years of service in the 

House or as officers of the Association. 

Bates, W. A., South Dakota, 1933-1935. 

Bailey, Clark, Kentucky, 1945-1950; 1953-1957; Vice-Presi- 
dent, 1954-1955. 

Blaine, Walter C., Illinois, 1919. 

Blankenhorn, Marion A., Ohio, Vice-Chairman, Section on 
Practice of Medicine, 1934-1935; Chairman, Section on 
Internal Medicine, 1948-1949. 

Block, W. H., Louisiana, 1922-1923. 

Boswell, Henry, Mississippi, 1922-1924; 1926; 1928. 

DeBuys, L. R., Louisiana, 1917-1918; 1921. 

DeVigne, Harry C., Alaska, 1926. 

Donaldson, Walter F., Pennsylvania, 1923-1927; 1929-1933; 
1935-1948. 

Drennen, W. E., Alabama, 1915. 

Ellis, E. F., Arkansas, 1930-1931. 

Fawcett, Ivan, West Virginia, 1938-1949. 

Fitzgibbon, John H., Oregon, 1936-1943; Member, Board of 
Trustees, 1945-1950. 

Fouts, Roy W., Nebraska, Vice-Speaker, House of Delegates, 
1938-1945; Speaker, House of Delegates, 1946-1947; 
Vice-President, 1948-1949. 

Giordano, Alfred S., Indiana, 1945-1951; Vice-Chairman, 
Section on Pathology and Physiology, 1949-1950. 

Harris, C. H., Texas, 1906. 

Hammond, Roland, Rhode Island, 1924-1928; 1930-1933; 
1937-1938. 

Hart, W. Lee, U.S. Army, 1928; 1930. 

Kindleberger, C. P., U.S. Navy, 1930. 

Kump, Albert B., New Jersey, 1953-1955. 

Lockwood, Ira Hiram, Missouri, Vice-Chairman 1950-1951, 
and Chairman, 1951-1952, Section on Radiology. 
Matas, Rudolph, Louisiana, 1903; Chairman, Section on Sur- 

gery and Anatomy, 1907; Vice-President, 1932-1933. 

McCracken, J. H., Texas, 1912. 

Mellen, Dan, New York, 1956-1957. 

Orton, Henry B., New Jersey, Chairman, Section on Laryn- 
gology, Otology, and Rhinology, 1948-1949. 

Paryzek, Harry V., Ohio, 1942; 1944-1946. 

Peacock, Cassius Lee, Louisiana, 1944; 1946. 

Pedersen, V. C., New York, 1910. 

Pruitt, Marion C., Georgia, 1942. 

Rice, E. E., Oklahoma, 1911. 

Risser, Arthur S., Oklahoma, 1941-1944. 

Robinson, George W., Missouri, 1913; 1924-1927. 

Ross, Alonzo A., Texas, 1930-1933; 1935-1940. 

Schmidt, Louis E., Illinois, Secretary, 1912-1915, and Chair- 
man, 1916, Section on Genito-Urinary Diseases. 

Senear, Francis E., Illinois, Secretary, Section on Dermatol- 
ogy and Syphilology, 1929-1933. 

Shephard, John Hunt, California, 1933; 1935-1936. 

Smith, Scott Lord, New York, 1945-1951. 

Sprague, B. H., South Dakota, 1918. 

Thigpen, Charles A., Alabama, 1916. 

White, John Hutchings, Oklahoma, 1913-1914. 

Winslow, Floyd S., New York, 1933-1952; 1954-1957, Mem- 
ber, Council on Constitution and Bylaws. 

The House rose in silent tribute to the memory of its de- 

ceased members. 


Distinguished Guests.—The following distinguished guests 

were introduced by the Speaker: 

Mr. E. D. Bronson, American Bar Association 

Dr. B. C. Kingsbury Sr., American Dental Association 

Drs. Russell A. Nelson and Edwin L. Crosby, American Hos- 
pital Association 

Dr. H. E. Kingman Jr., American Veterinary Medical Asso- 
ciation 
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Dr. Walter Hedgcock, British Medical Association 

Dr. A. D. Kelly, Canadian Medical Association 

Dr. S. C. Sen, Indian Medical Association 

Mrs. Muriel C. Henry, National League for Nursing 

Mr. Harry P. Loynd, Pharmaceutical Manufacturers Associa- 
tion 

Mr. Louis J. Fischl, American Pharmaceutical Association 

Miss Evelyn M. Hamil, American Nurses Association 


Woman’s Auxiliary.—The President of the Woman's Auxil- 
iary, Mrs. Paul C. Craig, addressed the House of Delegates 
indicating that future plans of the Auxiliary will be focused 
on the correlation and continuity of its activities through in- 
creased communication with the state auxiliaries as weli as 
with organizations whose interests dovetail with those of the 
Auxiliary. 

The Reference Committee on Reports of Officers, to which 
the address was referred, was impressed with the progress 
the Auxiliary had made and expressed the gratitude of the 
House for its outstanding job. 


Address of the President.—Dr. David B. Allman, President, 
delivered his address, which was referred to the Reference 
Committee on Reports of Officers. Dr. Allman summarized 
accomplishments of the past year; he pointed out that the 
A. M. A. had taken a positive attitude in the field of federal 
legislation affecting the health and safety of the American 
people, and expressed the following hope: (1) that every 
physician will rededicate himself to the service of mankind 
and that every medical society will strengthen its discipli- 
nary system to prevent the very few from besmirching the 
vast majority; (2) that members of the medical profession— 
as American citizens—be high-minded, incorruptible men 
and women above reproach; (3) that the House of Dele- 
gates and the entire medical profession continue to have 
a profound sense of duty and of social justice; and (4) that 
the final criterion of any contemplated step be the greatest 
good for the greatest number. 

The Reference Committee expressed its agreement with 
the hopes of Dr. Allman and congratulated him on_ his 
report. 


Address of the President-Elect.—Dr. Gunnar Gundersen, 
President-Elect, delivered his address, which was referred 
to the Reference Committee on Reports of Officers. Dr. 
Gundersen urged that active cooperation be given to the 
Committee to Study A. M. A. Objectives and Basic Pro- 
grams and stated that closer liaison and constructive plan- 
ning in conjunction with specialty groups and other medical 
organizations is essential to achieve the kind of medical 
unity which will serve the best interests of both medicine 
and the public. Dr. Gundersen further stated (1) that a re- 
evaluation of the A. M. A. legislative situation is necessary, 
which will involve a reorganization of the Washington 
Office; (2) that the A. M. A. intends to expand its states 
relations and make every effort to strengthen the bonds be- 
tween all levels of medical organization, national, state, and 
local; and (3) that another matter of concern is the better 
coordination of the Association’s research program. 

The Reference Committee commended Dr. Gundersen on 
his ability to express himself and joined him in urging closer 
liaison and constructive planning in conjunction with spe- 
cialty groups and other medical organizations. 


Report of the Secretary.—Dr. George F. Lull, Secretary, pre- 
sented his report, which was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 


Application of Virgin Islands Medical Society 


On June 2, 1958, the Secretary received a communication 
from the Virgin Islands Medical Society dated May 24, 1958, 
which constituted an application by the Society to become 
a constitutent society of the American Medical Association. 


PROCEEDINGS OF THE SAN FRANCISCO MEETING 55 


Accompanying the application was an oath of allegiance to 
the Constitution, Bylaws, and Principles of Medical Ethics 
of the Association, signed by all of the members of the 
Virgin Islands Medical Society, together with a copy of its 
Constitution and Bylaws. 

The Reference Committee, although cognizant that the 
chartering of a new constituent society is not a common 
event, believed that the Society had complied with the 
necessary requirements, and therefore recommended that 
the admission of the Virgin Islands Medical Society as a 
constituent society of the American Medical Association be 
approved in principle. It suggested that this matter be re- 
ferred to the proper department of the A. M. A. for favor- 
able action after all the pertinent facts have been obtained 
with the advice and counsel of the Law Department. 


Resignation of Dr. Mulholland 


The Secretary reported that he had received the resigna- 
tion of Dr. Henry B. Mulholland from the Council on 
Medical Service effective June 25, 1958. 


Proceedings of the House 


Dr. Lull reported that the June 1957 Proceedings of the 
House of Delegates had been mailed to members of the 
House and others during the first part of June, and that the 
December 1957 Proceedings were mailed during the latter 
part of June. He also pointed out that the format of the 
Proceedings had been revised and comments and suggestions 
would be welcomed. 

The Reference Committee approved of the revised format 
of the Proceedings and commended the Secretary's Office for 
instituting these changes. 


Report of Board of Trustees.—The Speaker referred items in 
the report of the Board of Trustees as printed in the Hand- 
book of the House of Delegates (see THe JounNAL, May 17, 
pages 343-345) as indicated below: 


Reference Committee on Reports of Board of Trustees and 
Secretary 

Matters Referred by House of Delegates 

Financial Statement 


Matters Referred by House of Delegates 


Aviation Medicine.—The Reference Committee noted that 
the Board complied with the directive of the House, adopted 
at its 1957 Philadelphia Meeting, which recommended that 
a completely adequate and competent medical department 
be established in the Civil Aeronautics Administration, di- 
rectly responsible to the C. A. A. Administrator. A. state- 
ment had been sent to Sen. Warren G. Magnuson urging 
the passage of S. 1045, 85th Congress, to accomplish the 
purpose of the directive. The committee commended this 
action of the Board, but recommended continued efforts on 
the part of the Association to secure the enactment of ap- 
propriate legislation because of the rapidly expanding ac- 
tivities in the field of aviation medicine. 

Identification of Hospital Solutions. —The Reference Com 
mittee approved the action of the Board in instituting a 
study of this subject by the Council on Drugs. The complete 
report of the Council was published in THe Journat ( April 
19, page 1988). 

Vaccine Distribution—The Reference Committee called 
the attention of the House to the brief résumé of the situa- 
tion. It was in agreement with the Board of Trustees and the 
Committee on Influenza that the Association should exercise 
leadership in developing a complete stand-by program and 
emphasized the over-all importance of the whole vaccine 
distribution problem. It urged the completion of the forth- 
coming supplementary report on mass immunization at the 
earliest date possible, and recommended that no action be 
taken at this time. 
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Rehabilitation Consultation Service.—The Reference Com- 
mittee agreed with the need for the establishment of an 
integrated rehabilitation consultation service to the con- 
stituent medical societies, and recommended that the House 
reaffirm its action of the June 1957 meeting approving the 
project and urging its early implementation. 

American Retirement Plan.—The Reference Committee re- 
viewed the report of the Board and agreed with its opinion 
that it would not be feasible for the American Medical 
Association to conduct an investigation of the Social Security 
System. However, although the Committee recognized the 
difficulties that would be encountered in persuading the 
Congress to initiate such an investigation, it believed that 
renewed effort should be made to accomplish the objectives 
of the resolution. It recommended therefore that the matter 
again be considered by the Board of Trustees. 

Radioactive Isotopes.—The Reference Committee enthusi- 
astically recommended the appointment of the Committee 
on Atomic Medicine and Ionizing Radiation as reported by 
the Board, and further recommended that the committee 
concern itself with informing the American public from 
time to time on all phases of radiation hazards, including 
“fall-out,” having to do with the health of the nation. 


Financial Statement 


The Reference Committee reviewed the financial state- 
ment of the Association as rendered by the Board of Trustees 
and the auditor’s report. The committee noted with satisfac- 
tion that membership dues were received from 138,600 
members in 1957, as compared with receipts from 136,000 
in 1956. Careful supervision and management of the Asso- 
ciation’s resources have resulted in an increasing return on 
investments, from a yield of 2.96% in 1956 to 3.16% in 1957. 

The committee commended the Board of Trustees, the 
Treasurer, and the General Manager for their sound manage- 
ment of the fiscal affairs of the Association, which has re- 
sulted in a substantial increase in its net worth. 


Supplementary Reports of Board of Trustees 


Supplementary reports were presented to the House by 
title or by the Chairman, Dr. E. S. Hamilton: 


A. Preparation for General Practice.—The Committee on 
Preparation for General Practice, a study group of repre- 
sentatives of the A. M. A. Council on Medical Education 
and Hospitals, the Association of American Medical Col- 
leges, the American Academy of General Practice, and the 
specialty areas, made a preliminary report to present the 
current thinking of the committee. 

The committee report outlined general considerations; as 
a working definition of the medical practice involved the 
following statement was adopted by the committee: 
“General Practice is that aspect of medical care performed 
by the Doctor of Medicine who assumes comprehensive and 
continuing responsibility, commensurate with his professional 
competence, for the patient or his family.” It suggested that 
a new graduate educational program for general practice 
be developed and that primary consideration be given to 
an education experience enabling the physician to provide 
medical care for all members of the family irrespective of 
age. The graduate program proposed as preparation for 
general practice is designed to be more comprehensive than 
the internship in regard to patient responsibility, educational 
content, and continuity of experience. 

Under existing circumstances, the committee believes that 
a period of at least two years of formal hospital training 
following attainment of the medical degree is necessary in 
preparation for general practice of medicine. The two-year 
period would be minimal even where other factors of edu- 
cational quality and content are optimal. Such a two-year 
experience, in the opinion of the committee, would furnish 
a sound base for further graduate medical education in any 


field. 
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The committee recognized that the thoughtful cooperation 
of specialty groups will be required to implement a sound 
program of preparation for the general practice of medicine 
and indicated that formal consultations with such specialty 
groups will be held as an essential preliminary to the more 
specific and detailed planning of the proposed minimal 
program. It expects to include consideration as to whether 
this program of preparation for general practice should be 
called an internship or a residency, or identified in some 
other manner. The committee, in cooperation with specialty 
groups involved, will give consideration to the type of recog- 
nition that may be developed for those individuals who 
successfully complete a part or all of this proposed program. 

The Reference Committee on Medical Education and Hos- 
pitals recommended that full consideration of the pre- 
liminary report be given by all members of the House of 
Delegates, and that comments or suggestions be submitted 
to the Committee on Preparation for General Practice. It 
commended the efforts and studies of the committee and 
awaits with interest the completion of its studies and the 
final report. 


B. Commission on Medical Care Plans.—The commission 
made its sixth progress report indicating that, although it 
had hoped to have its final report completed by this date, 
it was unable to finalize its report at the April 11-13 meet- 
ing. However, the statistical portion of the report, desig- 
nated as Part II, Statistical Appendices and Background 
Materials, had been completed and distributed to members 
and alternates of the House of Delegates. It is anticipated 
that the remainder of the report containing other findings, 
as well as conclusions and recommendations by the Com- 
mission, will be completed for consideration at its meeting 
in September, and subsequently submitted to the Board for 
review. 

The Reference Committee on Insurance and Medical 
Service approved the progress report and commended the 
Commission on Medical Care Plans for the tremendous task 
it has undertaken. The committee indicated that members of 
the House were favorably impressed with the voluminous 
amount of data collected as evidenced by the section of the 
report entitled Part II. It was felt that the studies of this 
Commission would assist in the solution of the numerous 
pressing problems discussed at reference committee hearings. 
The committee, recognizing the desire of the membership 
for a final report from the commission, urged that the group 
do its utmost to complete its final report so that it may be 
considered at the 1958 Clinical Meeting. 


C. Resolutions 20 and 24, adopted in December, 1957.—The 
Board of Trustees following the December, 1957, meeting 
of the House of Delegates, referred resolutions 20 and 24 
concerning the relationship of the medical profession with 
the United Mine Workers Weltare Fund and with other 
“third party” mechanisms, to the Council on Medical Service 
and the Council on Industrial Health for study and recom- 
mendations. 

A report was prepared by the Committee on Medical 
Care for Industrial Workers, a joint committee of the two 
councils; it was approved by the two councils, and sub- 
mitted to the Board of Trustees by the Council on Medical 
Service on May 18, 1958. The report expressed agreement 
with the recommendation of resolution 20 that “medicine’s 
side of this controversy should be presented to the medical 
profession and subsequently to the public.” However, it 
was suggested that further consideration should be given 
to the following three specific aspects of the problem before 
an educational campaign is initiated: 

1. Scope and Timing of Educational Campaign. 

2. Definition of Term “Freedom of Choice.” 

3. State or National Educational Program. 

The Board of Trustees considered and concurred in the 
above suggestions but recommended that final action on 
these resolutions be postponed until the final report of the 
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Commission on Medical Care Plans is received, inasmuch as 
two of the items referred to have been the subject of in- 
tensive study by the commission. 

The Reference Committee on Insurance and Medical 
Service, although concurring in the opinion of the Board of 
Trustees that final action on these resolutions should be 
postponed until the final report of the commission is received, 
believed that in the interim the Board should implement the 
purposes of resolutions 20 and 24 to the greatest degree 
consistent with good judgment, and recommended that the 
Board consider authorization to the Department of Public 
Relations to publicize in areas where indicated by local 
conditions the first part of resolution 20 which reads as 
follows: 

“RESOLVED, that the House of Delegates condemns the 
current attitude and method of operation of the U. M. W. A. 
Welfare and Retirement Fund as tending to lower the 
quality and availability of medical and hospital care to its 
beneficiaries.” 

The House of Delegates, however, after considerable de- 
bate, adopted the following amendment made on the floor: 
“that this section of the Reference Committee report be 
amended to show that our A. M. A. Headquarters staff is 
directed, under supervision of the Board of Trustees, to 
proceed immediately with the campaign which was originally 
ordered at Philadelphia last December, that no further de- 
lays will be tolerated, and that the Council on Medical 
Service be relieved of any further responsibility in this 
matter.” 


D. AMA-ABA Liaison Committee.—In 1957 at the invitation 
of the President of the American Bar Association, the Board 
of Trustees of the A. M. A. appointed three representatives 
to serve on a joint national medicolegal liaison committee. 
The Board reported that since its formation the committee 
has held three meetings at which the following subjects were 
considered: (a) preparation of a national interprofessional 
code; (b) encouragement of state and local medicolegal 
meetings; (c) medical professional liability problems, in- 
cluding preliminary review of malpractice claims by local 
boards composed of doctors and lawyers; (d) medicolegal 
forms; and (e) the possibility of establishing medicolegal 
courses in law schools and medical schools. 

As a result of its deliberations with respect to medicolegal 
meetings, it is the intention of the joint committee to devise 
a plan whereby a panel of qualified attorneys and physicians 
will be made available as speakers to participate at medico- 
legal meetings at the local, state, and national level. The 
joint committee prepared and submitted for approval a 
proposed National Interprofessional Code for attorneys and 
physicians, intentionally prepared in general terms to permit 
its adaptation in the light of local conditions and circum- 
stances. The Code will also be presented for approval to the 
Board of Governors and the House of Delegates of the 
American Bar Association at its meeting in August, 1958. 

The Reference Committee on Miscellaneous Business 
wholeheartedly approved the report of the joint committee 
as transmitted by the Board, complimented the committee 
on the excellence of its report, and recommended the adop- 
tion of the proposed interprofessional code. It also expressed 
the belief that it will be extremely helpful in improving 
interprofessional relationships between physicians and 
attorneys. 


E. Hypnosis.—The Board submitted an informational report 
on hypnosis which was developed by its Council on Mental 
Health acting as a Committee of the Whole to study the 
medical use of hypnosis. The report stated (1) that the use 
of hypnosis has a recognized place in the medical armamen- 
tarium and is a useful technique in the treatment of certain 
illnesses when employed by qualified medical and dental 
personnel; (2) that teaching related to hypnosis should be 
under responsible medical or dental direction; (3) that as 
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certain aspects of hypnosis still remain unknown and con- 
troversial, active participation in high level research by 
members of the medical and dental professions is to be 
encouraged; and (4) that the use of hypnosis for enter- 
tainment purposes is vigorously condemned. The Board in 
transmitting the report indicated that it would be sub- 
mitted for publication in a specialty journal. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health approved the report and commended 
the Council on Mental Health for its work. 

The House of Delegates adopted the Reference Commit- 
tee report with an amendment that the hypnosis report be 
published in Tue Journat with the original bibliography 
appended. 


F. Advertising of Over-the-Counter Medications.—In 1957 
the House of Delegates adopted two resolutions dealing with 
television and radio advertising of “patent medicines.” One 
recommended that the Board augment its liaison with the 
television and radio industry and urge a more careful screen- 
ing of broadcast material in an effort to eliminate offensive 
and misleading advertising: the other recommended that the 
Board continue vigorous opposition to the objectionable ad- 
vertising pertaining to health and that it support voluntary 
activities which would accomplish this end. 

At the request of the Board, the Department of Public 
Relations initiated a study of the problem and made the 
following recommendations to the Board: (1) that the 
American Medical Association join with other interested 
groups in setting up an expanded voluntary program, co- 
ordinated by the National Better Business Bureau, which 
will seek to eliminate objectionable advertising of over-the- 
counter medicines; (2) that the American Medical Associa- 
tion counsel with the National Better Business Bureau in the 
selection of a physicians’ advisory committee; (3) that the 
established facilities of the American Medical Association, 
such as the Chemical Laboratory, the offices of the various 
scientific councils, and the Bureau of Investigation, be made 
available, so far as is feasible, to aid in the carrying out of 
this program; (4) that the Public Relations Department 
continue its liaison work with the various groups involved 
and assist in the development and operation of this program 
in any way possible; and (5) that the American Medical 
Association become a sustaining member of the National 
Better Business Bureau, giving evidence of its willingness 
and desire to support this organization in its worthwhile 
activities. 

The Board ot Trustees adopted the first four recommenda- 
tions and reported that it had the fifth recommendation 
under consideration. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health endorsed implementation of the rec- 
ommendations and considered monies spent in this endeavor 
most justified. 


G. Report of AMA—AHA Liaison Committee.—The Board 
submitted the second report of the joint committee of the 
American Medical Association and the American Hospital 
Association to study in-hospital medical professional lia- 
bility problems. The committee, appointed in 1957, has 
proceeded with the projects as outlined in its initial report 
and submitted to the House at its December, 1957, meeting. 
The committee feels that the results which have been 
realized thus far are encouraging, and it can fulfill a definite 
need in the analysis of joint hospital-medical professional 
liability problems and in the formulation of a sound pre- 
vention program which can be implemented by constituent 
associations and by individual hospitals. 

The Reference Committee on Insurance and Medical 
Service commended the work of the joint committee and, in 
particular, the efforts of the committee in the matter of the 
appointment of similar joint professional liability committees 
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at the state and local level. It urged continued study of the 
problem and the dissemination of additional information at 
the grass roots level. 


H. Status Report of Activities of Commission on a National 
Emergency Medical Care Plan.—An informational report on 
the activities of the commission was submitted by the Board 
of Trustees. The report outlines in detail background in- 
formation on the formation of the research program and 
initiation of the plan of study to establish criteria for the 
provisions of medical care of the surviving population in the 
event of an enemy attack on the nation. 

Provisions of the contract between the A. M. A. and the 
Federal Civil Defense Administration are outlined: that the 
A. M. A. “shall study, develop, and recommend the planning, 
training, and operational organization needed as a basis for 
a National Emergency Medical Care Plan for the treatment 
and care of casualties and noncasualties prior to, during, and 
after a hypothetical 20 megaton ground burst thermonuclear 
attack upon a selected geographical area or areas in the 
United States.” Work and services under the contract will 
be completed on submission to the Federal Civil Defense 
Administration of the final report and recommendations not 
later than Nov. 26, 1958. 

The Commission on a National Emergency Medical Care 
Plan was set up under the aegis of the Council on National 
Defense, the Council on Medical Service, and two physicians 
from the St. Paul-Minneapolis area, which was selected as 
the site for the study project. Generally, it was considered 
that the matching of all available medical resources against 
the total medical requirements resulting from such an attack 
would provide a fair test. 

Three task forces of the commission have been created 
composed of representatives from national health and medi- 
cal organizations. They are (1) Task Force on Organization 
which shall give consideration as to how organized medicine 
should best function to participate in both planning and 
operational roles; (2) Task Force on Personnel Training 
and Utilization which is concerned with the education and 
training phase of the project, giving consideration to the 
study and recommendations for the development policies, 
means, methods, and programs designed to prepare all health 
and medical services personnel, professional and nonpro- 
fessional, for operational capability in the event of enemy 
thermonuclear attack; (3) Task Force on Emergency Medi- 
cal Care which has the responsibility of preparing recom- 
mendations concerning the management and care of mass 
casualties under conditions of limited personnel, supplies, 
and facilities. 

Preliminary reports of the task forces are to be completed 
during July, 1958, and submitted to the full commission in 
August, 1958. Concurrently, a report of the field study phase 
is to be completed by staff members of the commission and, 
subsequently, a report of the completed study project will 
be submitted to the Council on National Defense for its 
review and referral to the Board of Trustees. 

It is anticipated that the study project will be completed 
in November, 1958, in accordance with the terms and con- 
ditions of the AMA-FCDA contract. 

The Reference Committee on Medical Military Affairs 
recommended the adoption of the report. 


I. Participation in Local Medical Societies by Physicians 
Employed in Federal Service.—The Board of Trustees, fol- 
lowing the December, 1957, meeting of the House of Dele- 
gates, referred to the Council on National Defense resolution 
29 on the problem of assisting in the accomplishment of the 
objective of securing active participation in local medical 
societies (especially where dues are charged) of physicians 
employed in the federal government, as long as nonpaying 
membership in the A. M. A. is offered. 

The Council and its Committee on Military Medical 
Affairs decided that because of the variance in local and 
state society rules and regulations and the frequent change 
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of assignments of medical officers of the several federal 
medical services, there is no simple or practical solution 
which can be recommended at this time. The Board of 
Trustees concurred in the opinion of the Councik 

The Reference Committee on Medical Military Affairs 
recommended the adoption of the report. 


J. Accreditation Program for Schools of Nursing.—The 
Board of Trustees called attention to the fact that, through 
its Committee on Nursing and its representatives on the 
National Joint Commission for the Improvement of the Care 
of the Patient, it has maintained close contact with the 
nursing profession and that recently the National League 
for Nursing approved of additional representation from the 
A. M. A. on its accreditation committee. The Board feels 
that this will assist it in its efforts to work closely with the 
nursing profession in this important area. 

The Reference Committee on Medical Education and 
Hospitals recommended approval of the report. 


K. Medical Rating of Physical Impairment.—A guide for use 
in the evaluation of impairment to the visual system, the 
second in a series, was completed by the Committee on 
Medical Rating of Physical Impairment and was accepted 
by the Board. It will be published in a future issue of THE 
Journa for the information of the profession. 

The Reference Committee on Hygiene, Public Health, 
and Industria! Health recommended approval of the report. 


L. A. M. A. News.—Recently the Board of Trustees approved 
the establishment of a newspaper to be published bi-weekly 
for distribution to approximately 200,000 physicians. The 
newspaper will be edited with the idea of keeping the 
physician informed in the medicoeconomic field, concentrat- 
ing on news not now carried in other A. M. A. journals. It 
is planned that the first issue will be distributed on Sept. 22. 

The Reference Committee on Reports of Board of Trus- 
tees and Secretary recommended the adoption of the report. 


Report of Council on Medical Education and Hospitals.—The 
Speaker referred the report of the Council on Medical 
Education and Hospitals as printed in the Handbook of the 
House of Delegates (see THE JouRNAL, May 17, pages 345- 
347) to the Reference Committee on Medical Education and 
Hospitals. 

The Reference Committee recommended the adoption of 
the report of the Council which includes approval of a 
revision of (1) the “Essentials of an Approved Internship” 
and the “Essentials of Approved Residencies and Fellow- 
ships”; (2) the section on “Scope of Training” of the 
“Essentials of Approved Residencies and Fellowships” in 
otolaryngology; and (3) the “Essentials of an Acceptable 
School of Medical Technology.” 


Report of Council on Medical Service.—The report of the 
Council on Medical Service covered four primary subjects 
and was referred to the Reference Committee on Insurance 
and Medical Service: 

(A) Resolution No. 18 (1957 Clinical Session) on Vendor 
System of Payment. This resolution called for endorsement 
by the House of Delegates of the “. . . direct or VENDOR 
system of payments to physicians from public funds for 
professional services rendered to Public Assistance re- 
cipients.” 

The Council recommended that “. . . the House of Dele- 
gates (1) reaffirm the prerogative of the states to determine 
the allocation of these funds; (2) endorse, in principle, 
legislation in the Congress which, by amendment to the 
Social Security Act, would return this right to the individual 
states; and (3) direct the Board of Trustees to take positive 
action to implement this policy.” 

The Reference Committee recommended approval of Sec- 
tion A of the report. 
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(B) Suggested Guides for Medical Society Sponsored 
Voluntary Prepayment Medical Benefit Plans. It was recalled 
that the Council om Medical Service had a Seal of Accep- 
tance Program during the years 1946 to 1954 which applied 
to health insurance plans sponsored or approved by medical 
societies. That program was based on standards adopted by 
the Council and approved by the House. When the House 
terminated the Seal of Acceptance program in June, 1954, 
it stated that the Standards and Principles will be 
maintained as guides for all groups operating or establishing 
plans.” 

In the intervening years it has seemed desirable to develop 
a new approach in the nature of “guides” to eliminate any 
possible reference to an acceptance or approval program. 
Accordingly, the Council’s Committee on Prepayment Medi- 
cal and Hospital Service prepared suggested guides for 
medical society sponsored voluntary prepayment medical 
benefit plans. The 10 suggested guides, as modified by the 
Council, were submitted to the House of Delegates for its 
consideration and approval. It was also indicated that guides 
for buyers or prospective purchasers of health insurance 
benefit programs are under consideration and will be re- 
ported on at a later date. 

The Reference Committee commended the Council on 
Medical Service for its untiring efforts to produce a set of 
guides for medical society sponsored voluntary prepayment 
medical benefit plans. However, it indicated that testimony 
presented before the committee indicated that there is still 
diversity of opinion among members of the Council with 
reference to guide four of Section B. The committee there- 
fore recommended that Section B of the Council’s report 
be returned to the Council on Medica! Service for further 
study and report at the 1958 Clinical Meeting. 

(C) Suggested Guides for the Organization and Opera- 
tion of Medical Society Committees on Aging. It was stated 
that during the past year the Committee on Aging had been 
urging medical socities to take an active interest in the 
problems of aging and has held regional meetings in Seattle, 
Dallas, District of Columbia, Birmingham, and Omaha to 
stimulate this interest. One of the objectives was the estab- 
lishment of committees on aging in all constituent and 
component medical societies. To assist the societies, the 
Council submitted a set of “Suggested Guides for Medical 
Society Committees on Aging” to the House for its approval. 
The guides have been discussed at the regional conferences 
and are the result of suggestions from physicians in all types 
of practice. 

The Reference Committee recommended the approval of 
Section C of the report. 

(D) Recommendations regarding Hill-Burton Hospital 
Survey and Construction Program. A printed abstract report 
on the Hill-Burton study was attached to the report of the 
Council, representing the key portion of a 100-page mimeo- 
graphed report prepared by the Committee on Medical and 
Related Facilities following two years of intensive research 
and field work. Both documents were approved by the 
Council on Medical Service. The report recommended that 
(1) the Hospital Survey and Construction Program should 
be continued although its objectives should be redefined and 
certain changes made to render it more effective; (2) the 
states be permitted to establish priorities in accordance with 
their individual needs; (3) all categorical grants be elimi- 
nated permitting the states to allocate funds to the various 
types of hospital and medical facilities according to their 
needs; (4) the term, “diagnostic or treatment center,” should 
be eliminated from any listings in the Act; (5) the term, 
public health center, be eliminated from any listings in the 
Act; (6) there be established a program which would pro- 
vide for federally guaranteed long-term loans at low interest 
rates for the construction or renovation of hospitals and 
nursing homes; (7) the Surgeon General be requested to 
appoint a physician in private practice as a member of the 
Federal Hospital Council and that this physician be selected 
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from a list submitted by the American Medical Association; 
and (8) each state medical association take steps to obtain 
adequate representation on its own state hospital advisory 
council. 

The Reference Committee was sincerely impressed with 
the report of the Hill-Burton study by the Committee on 
Medical and Related Facilities of the Council on Medical 
Service. It felt that the report, factual and complete, repre- 
sents the type of work which redounds to the credit of the 
Association, and that all who contributed to its preparation 
are to be congratulated. The committee recommended ap- 
proval of Section D of the report. 


Special Report of Council on Constitution and Bylaws.—The 
special report of the Council on Constitution and Bylaws 
was referred by the Speaker to the Reference Committee on 
Amendments to the Constitution and Bylaws. 


Reserve Officers—Indian Service 


At the 1956 Clinical Session in Seattle, the House 
amended the Bylaws in.two particulars. 1. It eliminated 
reference to the Indian Service from Chapter I, Section 2, 
relating to Service members because of the fact that the 
Indian Service is now a part of the Public Health Service. 
2. It added to the same section reference to commissioned 
medical officers of the reserve components on extended active 
duty with the several branches of the armed forces and the 
Public Health Service so as to make such officers eligible for 
Service Membership. Similar changes had not been made 
in the Constitution. Refevence to this situation was called to 
the attention of the House in June, 1957, but no action 
could then be taken because amendments to the Constitution 
must lay over for one session. In order to eliminate these 
inconsistencies between the Constitution and the Bylaws the 
Council recommended adoption of the amendments to 
Article V, Section 2 of the Constitution. 

The Reference Committee recommended the adoption of 
the recommended amendments to Article V, Section 2, of 
the Constitution, which would then read as follows: 

“Article V—Members; Section 2—Service Members.—Serv- 
ice Membership shall be limited to regular commissioned 
medical officers and commissioned medical officers of the 
reserve components on extended active duty with the United 
States Army, the United States Navy, the United States Air 
Force, and the United States Public Health Service and the 
permanent medical officers of the Veterans Administration 
subject to the provisions of the Bylaws.” 


Service Members 


At the December, 1957, session of the House of Delegates 
Resolution 7 on Service Membership was considered, and 
in view of the complexity of the question, which involves 
changes in the Constitution and Bylaws of the Association, 
was referred to the Council on Constitution and Bylaws for 
further study. 

The Council considered this problem at its meeting in 
Chicago in March, 1958, at which representatives of the 
Secretary’s office and the Membership Department of the 
A. M. A. were present. The Council also had the benefit of 
several written statements expressing the opinions of some 
of the constituent societies concerning Service Memberships, 
and of a full and free discussion of the historical basis for 
Service memberships and the various changes that have been 
made in that classification during the years. It was brought 
out that the Membership Department did, in the past, give 
Service Membership precedence over all other classification 
of membership when a doctor entered the regular Army or 
one of the reserve components, but that that procedure is no 
longer followed. Since January, 1957, an active member of a 
constituent society is retained in that classification if that is 
his desire and if the rules and regulations of the constituent 
society permit it. 
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The principal comments of the group were directed 
toward the problem of physician employees of the Veterans 
Administration, particularly so far as the need for Service 
Membership by that group is concerned. Attention was 
called to the fact that the physicians employed by the Vet- 
erans Administration are in no sense members of the armed 
forces. They are civilian physicians who, of their own free 
will, contract to render services to the Veterans Administra- 
tion in return for a certain amount of money. Many of the 
employes of the VA carry on a part-time private medical 
practice sometimes referred to as “sundown practice.” The 
Council believed that it is not wise for the Association to 
encourage the creation and perpetuation of Service Mem- 
berships among physicians who are able to engage in the 
private practice of medicine, and that these physicians 
should be encouraged to obtain membership in a com- 
ponent and constituent society. The Council, therefore, rec- 
ommended that the Constitution and Bylaws be amended so 
as to eliminate from eligibility for Service Membership 
physician employees of the Veterans Administration. The rec- 
ommendations relating to the Constitution must, of course, 
lay over until the next session. The recommendations relat- 
ing to the Bylaws may be acted on at this session. 

The Reference Committee heard extensive testimony; rep- 
resentatives of the Veterans Administration testified that full- 
time career personnel of the VA, in all categories, are for- 
bidden to accept remuneration directly or indirectly from 
outside sources. Full-time physicians in the VA number ap- 
proximately 4,000, and part-time attending physicians and 
consultants total approximately 11,000 additional physicians. 
The 11,000 are eligible for membership in the constituent 
medical societies. Of the 4,000 full-time physicians, how- 
ever, about 70% apparently are not eligible for active mem- 
bership in the constituent medical societies where they re- 
side, because of licensure and residence requirements of 
those societies. The committee recognized the distinction 
between the relatively permanent personnel assignments of 
the VA and the shorter assignments of physicians in the 
uniformed services. It agreed with the Council that these 
physicians should be encouraged to obtain membership in 
a constituent medical society when they are eligible. How- 
ever, the committee believed that elimination of eligibility 
for service memberships of medical officers in the VA re- 
quires more study, and that it would be unwise to remove 
such eligibility, without first offering an alternative which 
will keep those physicians within organized medicine. 

Accordingly, the Reference Committee recommended (a) 
that eligibility of full-time Veterans Administration person- 
nel for service membership should be determined by strict 
adherence to the present provisions of Division One, Chap- 
ter I, Section 2 of the Bylaws. This Section requires certifi- 
cation by the Chief Medical Director of the Veterans 
Administration, rather than by the medical director or resi- 
dent manager of any individual Veterans Administration 
hospital. Such strict adherence to the Bylaws will provide a 
reliable checklist for the use of the A.M.A. Membership 
Department in the same manner as such lists are now pro- 
vided by the surgeons general of the armed forces; and (b) 
that the entire matter of service membership be re-referred 
to the Council on Constitution and Bylaws for further study 
with the request that the Council develop some alternative 
method of determining eligibility for service membership 
which will be equally applicable to all service memberships. 


Scientific Assembly 


At the Philadelphia meeting last December, the Board of 
Trustees recommended the appointment of, and the Speaker 
appointed, a Committee to Study the Scientific Assembly. 
As a part of its study, that committee, composed of Dr. 
Alphonse McMahon, Chairman, and Drs. James Greenough, 
Charles Leedham, Cleon Nafe, and Donovan Ward, con- 
cluded that a number of changes should be made in the 
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Bylaws of the Association in order to permit the Scientific 
Assembly to function more freely and efficiently. Accord- 
ingly Drs. McMahon and Leedham of the committee and 
Dr. Thomas G. Hull, Secretary of the Council on Scientific 
Assembly, attended the March meeting of the Council on 
Constitution and Bylaws and outlined some of the Bylaw 
changes the committee felt to be needed. 

The Reference Committee considered this section of the 
report of the Council on Constitution and Bylaws together 
with the report of the Committee to Study the Scientific 
Assembly. The committee believed that the proposed 
changes in the Bylaws would provide for a more efficient 
operation of the Scientific Assembly. It therefore recom- 
mended adoption of the recommended amendments to 
Division Two.—Scientific Assembly, of the Bylaws, which 
would then read as follows: 


BYLAWS 

Division Two.-Scientific Assembly; Chapter V1.—Meetings 

Section 1. General. No change 

Section 2. Inaugural. No change 

Section 3. Rules and Regulations.—All activities of the Sci- 
entific Assembly shall be conducted in accordance with 
rules and regulations promulgated from time to time by 
the Board of Trustees. 


Chapter VII.-Sections 
Section 1. Titles. No change 
Section 2. New Sections. No change 
Section 3. Section Officers.—The officers of each section shall 
be a chairman, a vice chairman, a secretary, the delegate, 
a representative to the Scientific Exhibit and such other 
officers as the section may deem advisable. They must be 
Active or Service Members and shall, with the excep- 
tion of the secretary and the delegate, serve for one 
year or until their successors assume office. The secretary 
shall be elected for a term of three years and he may 
succeed himself only once. If a vacancy occurs in the 
office of chairman, vice chairman, or secretary of the 
section, the executive committee of that section shall elect 
an eligible Member to fill the vacancy until the next 
annual meeting. Each section except the Section on Mis- 
cellaneous topics shall elect biennially one delegate and 
one alternate to the House of Delegates of the American 
Medical Association to serve for two years. 
Section 4. Election of Section Officers. No change 
Section 5. Section on Miscellaneous Topics. No change 
Section 6. Duties of Section Officers. 
(A) Chairman. No change 
(B) Vice-Chairman. No change 
(C) Secretary.-The secretary shall arrange the program 
with the cooperation of the chairman and in accordance 
with the rules and regulations of the Board of Trustees. 
He shall perform such other duties pertaining to his 
office as may be provided by the Bylaws and regula- 
tions of the Association or of the section. 
(D) Section Representatives to the Scientific Exhibit. No 
change 
Section 7. Executive Committees of Sections.-Each section 
shall have an executive committee which shall consist of 
the chairman, the immediate past-chairman, the vice- 
chairman, the secretary, and the section delegate. In case 
of absence of a majority of the executive committee of the 
section from a Scientific Assembly, the chairman shall 
appoint one or more members of the section to constitute 
a majority. The executive committee shall determine the 
suitability for publication of the papers read before the 
sections. The nominating committee of the section shall 
consist of three members appointed by the chairman. 
Section 8. Section Meetings.—Sections shall hold meetings 
in accordance with the program for the Scientific Assem- 
bly, as promulgated by the Board of Trustees. 
Section 9. Participation in Section Work. No change 
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Section 10. Presentation of Resolutions.—Resolutions for 
consideration by the House of Delegates shall be pre- 
sented before a section not later than the regular execu- 
tive session on the first day of the section meetings. 

Section 11. Section Rules.—Each section may make rules for 
the conduct of its proceedings, provided such rules shall 
not conflict with the Constitution and these Bylaws or 
the rules and regulations of the Board of Trustees. 


Chapter VIIL.—Publication of Papers 

Section 1. Papers the Property of the Association.—All papers 
and reports presented at any scientific or educational 
meeting of the American Medical Association or any of 
its councils, committees, or bureaus, shall become the 
exclusive property of the Association. However, the Board 
of Trustees may permit an author to publish his paper 
elsewhere than in a publication of the American Medical 
Association. 


Hyland Committee Study 


At the Philadelphia meeting, the Hyland Committee pre- 
sented to the House the results of its study of the Heller 
Report on Organization of the American Medical Associa- 
tion. A number of the recommendations of the Hyland Com- 
mittee were approved but since they required changes in 
the Constitution and Bylaws of the Association they were 
referred to the Council on Constitution and Bylaws with a 
request to draft appropriate amendments for the considera- 
tion of the House at the San Francisco, 1958, session. Pur- 
suant to this reference, the Council met in Chicago on 
March 22 to draft such necessary changes. 

It will be recalled that the House had already approved 
the elimination of the separate offices of Secretary and 
Treasurer and the substitution therefor of the office of Secre- 
tary-Treasurer. It had also approved the substitution of an 
Executive Vice-President and an Assistant Executive Vice- 
President for the offices of General Manager and Assistant 
Secretary, respectively. The recommended changes consist 
primarily in those necessary to effect a reallocation of duties 
required by such substitutions. The Council believes that 
they clearly express the policy determinations made by the 
House at the Philadelphia meeting. 

The Reference Committee recommended adoption of the 
proposed amendments to the Constitution and Bylaws, which 
would then read as follows: 


CONSTITUTION 
Article VI.—House of Delegates 

Section 2. Composition.-The House of Delegates is com- 
posed of delegates selected by the constituent associations 
and by the sections of the Scientific Assembly, as provided 
in the Bylaws, and of delegates from the Medical Depart- 
ments of the Umited States Army, the United States Navy, 
the United States Air Force, the United States Public 
Health Service, and the Veterans Administration, appointed 
by the Surgeon General or Chief Medical Director, as the 
case may be, of the respective service. The general officers, 
the Past-Presidents and Past-Trustees of the Association, the 
Executive Vice-President, the Assistant Executive Vice- 
President, the Editor of THe Journat of the American 
Medical Association, the chairmen of the several Councils, 
and two delegates elected by the Student American Medical 
Association shall be ex officio members of the House of 
Delegates without the right to vote. 


Article VII.—General Officers 

Section 1. Designations.—The general officers of the 
Association shall be a President, President-Elect, Vice- 
President, Secretary-Treasurer, Speaker of the House of 
Delegates, Vice-Speaker of the House of Delegates, and 
nine Trustees. 

Section 4. Terms of Other Officers.—(A) The Vice- 
President and the Speaker and Vice-Speaker of the House 
of Delegates shall be elected annually, each to serve for one 
year or until his successor is elected and installed. 
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(B) The Secretary-Treasurer shall be appointed by the 
Board of Trustees from one of its number and shall serve 
for a period of one year. 

(C) Two Trustees shall be elected annually, except every 
fifth year, when but one shall be elected, each to serve for 
five years, or until the election and installation of his suc- 
cessor. A Trustee shall not serve for more than two consecu- 
tive terms, but a Trustee elected to serve an unexpired term 
shall not be regarded as having served a term unless he has 
served three or more years. 


BYLAWS 
Division one—Membership 

Chapter 1.—Qualifications, Election, and Rights 

Section 1. Active and Associate Members.—A member in 
good standing of a constituent association of the American 
Medical Association is eligible for either Active Member- 
ship or Associate Membership in the American Medical 
Association after he has been certified for enrollment by the 
secretary of the constituent association in the jurisdiction of 
which he conducts his professional activities to the Executive 
Vice-President of the American Medical Association, pro- 
vided he possesses the qualifications set forth in Article V of 
the Constitution, and provided he is approved for Member- 
ship by the Judicial Council. A physician eligible for Active 
Membership in the American Medical Association becomes 
a Member of the Association on receipt by the Executive 
Vice-President of the American Medical Association of his 
American Medical Association dues, unless he is exempted 
from payment of dues as provided in Chapter III. Associate 
Members may attend meetings of the Scientific Assembly but 
may not vote or hold office in the American Medical Asso- 
ciation. They shall not be required to pay membership dues 
to the American Medical Association and shall not receive 
any publication of the American Medical Association except 
by subscription. 


Chapter I1.—Tenure 

Section 1. Termination.—When the Executive Vice-Presi- 
dent of the American Medical Association is officially in- 
formed that an Active or Associate Member is not in good 
standing in his component society he shall remove the name 
of that Member from the Membership roll. 

Section 2. Transfer.—Should an Active or Associate 
Member remove his practice to another jurisdiction he may 
continue his membership in the American Medical Associa- 
tion by applying for membership in the constituent asso- 
ciation in the jurisdiction to which he has moved his practice. 
Unless his application has been favorably acted upon within 
two years after such change of practice, the Executive Vice 
President of the American Medical Association shall remove 
his name from the roster of Members. 


Chapter III.—Dues 

Section 2. Method of Payment.—Each Active Member 
shall pay the annual dues to the constituent association for 
transmittal to the Executive Vice-President of the American 
Medical Association. 

Section 4. Exemptions.—The Board of Trustees may ex- 
cuse the following Members from payment of dues, pro- 
vided they are fully or partially excused from the payment 
of local dues by their component and constituent associations, 
except as noted in (D) and (E), and provided the request 
for exemption is transmitted through the constituent associa- 
tion to the Executive Vice-President of the American Medi- 
cal Association. 

Section 5. Delinquency.—An Active Member is delinquent 
if his dues are not paid by June 1 of the year for which 
dues are prescribed and shall forfeit his Active Membership 
in the American Medical Association if he fails to pay the 
delinquent dues within thirty days after notice of his de- 
linquency has been mailed to his last known address by the 
Executive Vice-President of the American Medical Associa- 


62 PROCEEDINGS OF THE SAN FRANCISCO MEETING 


tion. Members of the American Medical Association who 
have been dropped from the Membership roll for non- 
payment of annual dues cannot be reinstated until such 
indebtedness has been discharged, but such indebtedness 
shall apply only to the one year of delinquency. 


Division Two—Scientific Assembly 
Chapter V.—Registration 

Section 1. Registrants.—Only the following shall be per- 
mitted to register at any meeting: 

(C) Residents and interns who are graduates of approved 
medical schools and who are certified to the Executive Vice- 
President of the Association by the superintendents of their 
respective hospitals. 

(D) Medical students of approved medical schools who 
are certified to the Executive Vice-President of the Associa- 
tion by their respective deans. 


Chapter VI.—Meetings 

Section 2. Inaugural.—The inaugural meeting shall be 
held on Tuesday evening of the week of the annual meeting 
and shall be presided over by the President or in his ab- 
sence or at his request by the Vice President, until the 
induction of his successor. The program for this meeting 
shall be arranged by the Executive Vice-President of the 
Association, subject to the approval of the Board of Trustees. 


Division Three—Business and Legislation 
Chapter IX.—House of Delegates 

Section 1. 

(B) Term.—(2) Secretaries of constituent associations, 
secretaries of sections of the Scientific Assembly, the Sur- 
geons General of the United States Army, the United States 
Navy, the United States Air Force and the United States 
Public Health Service and the Chief Medical Director of the 
Veterans Administration shall certify delegates and alternates 
to the Executive Vice-President of the American Medical 
Association. 

(C) Apportionment.—(1) The apportionment of delegates 
from each constituent association shall be one delegate for 
each thousand (1,000) or fraction thereof Active Members 
of the American Medical Association as recorded in the 
office of the Executive Vice-President of the American 
Medical Association on December 31 of each year. Such 
apportionment shall take effect the ensuing January 1 and 
shall remain effective for one year thereafter. In January 
of each year the Executive Vice-President of the American 
Medical Association shall notify each constituent association 
of the number of delegates to which it is entitled during the 
current year. 

(D) Registration.—(2) A delegate or his alternate may 
be seated without credentials, provided he is properly identi- 
fied as the delegate or alternate selected by his association 
and so certified to the Executive Vice-President of the 
American Medical Association. 

Section 3. Sessions.—(A) Regular.—The House of Dele- 
gates shall meet annually on the Monday of the week of the 
annual meeting and in the same city as the Scientific Assem- 
bly of the Association. The House of Delegates shall hold 
one interim session each year at the time and place desig- 
nated by the Board of Trustees. Business that may properly 
come before an annual session may be considered at any 
interim session subject to the provisions of the Constitution. 
The provisions of the Bylaws governing the conduct of an 
annual session, shall apply to an interim session. 

(B) Special.—Special sessions of the House of Delegates 
shall be called by the Speaker on written request of twenty- 
five or more delegates representing one-third or more of the 
constituent associations, or on request of a majority of the 
Board of Trustees. When a special session is thus called, the 
Executive Vice-President shall mail a notice to the last 
known address of each member of the House of Delegates 
at least twenty days before the special session is to be held. 
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The notice shall specify the time and place of meeting and 
the purpose for which the session is called, and the session 
shall consider no business except that for which it was 


called. 


Chapter XI.—Standing Committees (Councils) of the House 
of Delegates 

Section 1. Designation and Administration.—The Judicial 
Council, the Council on Medical Education and Hospitals, 
the Council on Medical Service, and the Council on Consti- 
tution and Bylaws shall be the standing committees of the 
House of Delegates subject to the administrative direction of 
the Executive Vice-President. 

Section 2. Membership.—(D) The Council on Constitu- 
tion and Bylaws shall consist of five Active or Service Mem- 
bers elected by the House of Delegates for terms of five 
years, so arranged that at each annual session the term of 
one member expires. The President, Executive Vice-Presi- 
dent, Assistant Executive Vice-President, a member of the 
Board of Trustees selected by the Board and the Speaker 
and Vice-Speaker of the House of Delegates shall be ex 
officio members of this Council without the right to vote. 

Section 4. Officers.—The Councils and Committees shall 
organize and elect their own officers except that on nomina- 
tion by the respective Councils, the Board of Trustees shall 
elect a secretary of the Council on Medical Education and 
Hospitals and a secretary of the Council on Medical Service 
and shall fix their salaries. 

Section 9. Reports.—Each Council and Committee shall 
submit an annual report of its work to the House of Dele- 
gates at the interim session. All such reports, when possible, 
shall be transmitted to the Executive Vice-President of the 
Association before being presented at the interim session. 
The Executive Vice-President shall provide copies for dis- 
tribution to the members of the House of Delegates and 
arrange for their publication in THe JouRNAL of the Ameri- 
can Medical Association. Only urgent special reports shall 
be submitted at the annual session. 


Chapter XII.—Reference Committees of the House of Dele- 
gates 

Section 4. Enumeration.—The following reference com- 
mittees are hereby provided: 

(B) Board of Trustees, to which the reports of the Board 
of Trustees shall be referred; 


Chapter XIV.—Nomination, Election, and Installation of 
General Officers and Affiliate and Honorary Members 

Section 1. Nominations.—Nominations for office, except 
for Secretary-Treasurer, shall be made from the floor by a 
member of the House of Delegates. A nominating speech 
shall not exceed two minutes. 

Section 2. Election of Officers.—(A) Time.—Officers of 
the Association, except the Secretary-Treasurer, shall be 
elected by the House on the fourth day of the annual ses- 
sion. The House may set the time or hour of such election 
by adopting an appropriate motion. The Reference Com- 
mittee on Rules and Order of Business at each annual session 
shall consider this matter and shall make recommendations 
to the House. 


Chapter XV.—Rights and Duties of Officers 

Section 6. Secretary-Treasurer.—In addition to the rights 
and duties ordinarily devolving on the secretary of a cor- 
poration by law, custom or parliamentary usage and those 
granted or imposed in other provisions of the Constitution 
and these Bylaws, the Secretary-Treasurer shall (A) Be the 
official custodian of all securities and the income therefrom 
owned by the Association, subject to the direction and dis- 
position of the Board of Trustees. The Board may select a 
bank or trust company to act as custodian in the place of the 
Secretary-Treasurer of all or any part of such securities and 
to act as agent of the Association in collecting the income 
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therefrom. The Secretary-Treasurer shall give bond in such 
sum as may be fixed by the Board of Trustees, the premium 
on such bond to be paid by the Association. 

(B) Perform such other duties as may be directed by the 
House of Delegates or by the Board of Trustees. 


Chapter XVI.—Board of Trustees 

Section 1. Composition.—The Board of Trustees shall con- 
sist of eleven members, nine elected as provided in Article 
VII of the Constitution, and the President and the President- 
Elect. The Vice President, Speaker and Vice Speaker of the 
House of Delegates shall attend all meetings of the Board 
(including executive sessions) with right of discussion but 
without the right to vote. 

Section 4. Rights and Duties.—In addition to the rights 
and duties conferred or imposed on the Board elsewhere in 
the Constitution and Bylaws, the Board shall 

(C) Appoint annually from one of its number a Secretary- 
Treasurer who shall assume his duties as a general officer as 
provided in Chapter XIV, Section 4, of the Bylaws. 

(D) Appoint an editor or editors for all or any of the 
Association’s publications. The Editor of THe Jounnat of 
the American Medical Association shall be an ex officio 
member of all standing committees of the Board of Trustees 
and of the House of Delegates without the right to vote; 

(E) Appoint an Executive Vice-President, who shall be 
the chief executive officer of the Association to manage and 
direct the activities of the Association. He shall be an ex 
officio member of all standing committees of the Board of 
Trustees and of the House of Delegates without the right to 
vote; 

(F) Appoint an Assistant Executive Vice-President. He 
shall be an ex officio member of all standing committees of 
the Board of Trustees and of the House of Delegates without 
the right to vote; 

(G) Have the accounts of the Association audited at 
least annually; 

(H) Make proper financial reports concerning Associa- 
tion affairs to the House at its annual session, and 

(1) In the event of a vacancy in any council or in any 
general office of the Association, except that of President or 
President-Elect or Speaker or Vicé-Speaker, may fill the 
vacancy by appointment until the next annual session of the 
House, at which time the House shall elect for the un- 
expired portion of the term, unless otherwise provided for in 
the Constitution and these Bylaws. 


Preliminary Report of Committee to Study A. M. A. Objec- 
tives and Basic Programs.—The progress report of the Com- 
mittee to Study A. M. A. Objectives and Basic Programs 
was referred by the Speaker to the Reference Committee on 
Miscellaneous Business. 

The committee, appointed by the Speaker pursuant to an 
action of the House at its 1957 Clinical Meeting, had been 
charged with the responsibility to consider four matters: 
(a) redefinition of the central concept of the A. M. A. 
objectives and basic programs; (b) placing more emphasis 
on scientific activities; (c) taking the lead in creating more 
cohesion among national medical societies; and (d) studying 
socioeconomic problems. 

The committee met in Chicago on March 15, at which 
time a questionnaire was developed subject to necessary 
changes resulting from pretesting. Approximately 3,000 
copies of the questionnaire, printed in black ink, together 
with a statement explaining the genesis of the committee, 
were mailed on May 14 to the officers, trustees, past-presi- 
dents, delegates, and alternate delegates of the A. M. A., the 
deans of medical schools, the members of A. M. A. councils, 
secretaries of American Boards, the officers and editors of 
state and county medical associations and of 133 other 
national medical organizations. Copies of the statement and 
questionnaire, printed in blue ink, were sent to a probability 
sample of 3,900 names drawn from the files of the A. M. A. 
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Directory Department. The committee plans to make at 
least a tentative report to the House at its 1958 Clinical 
Meeting. 

The Reference Committee urged those who had received 
a questionnaire to cooperate to the greatest degree possible, 
and recommended the adoption of the report. 


Report of Committee to Study the Scientific Assembly.—The 
report of the Committee to Study the Scientific Assembly 
was referred by the Speaker to the Reference Committee on 
Amendments to the Constitution and Bylaws. 

Pursuant to the action of the House at its 1957 Clinical 
Meeting, the Speaker appointed a committee to study the 
Bylaws as they pertain to the Scientific Assembly. (See 
Remarks of Speaker, page 53. ) 

The committee conferred with the Council on Constitution 
and Bylaws and its report coincides with the report sub- 
mitted by the Council to the House of Delegates. 

The Reference Committee considered together the report 
of the Committee to Study the Scientific Assembly and the 
special report of the Council on Constitution and Bylaws 
(See Report of Council on Constitution and Bylaws, page 
59. ) 

Annual Meetings 


On recommendation of the Board of Trustees, Miami 
Beach was selected as the site for the 1960 Annual Meeting 
of the Association and New York for the 1961 Annual Meet- 
ing. 

No action was taken on the selection of a city for the 
1962 Annual Meeting pending additional investigation of 
facilities offered by several cities. 


Election of Officers 


The following officers were elected: 

President-Elect: Louis M. Orr, Orlando, Fla. 

Vice-President: W. Liywoop Batt, Richmond, Va. 

Secretary-Treasurer:: RayMonp M. McKeown, Coos Bay, 
Ore. 

Speaker, House of Delegates: E. Vincent Asxkey, Los 
Angeles 

Vice-Speaker, House of Delegates: Norman A. WELCH, 
Boston 

Members, Board of Trustees: WARREN W. Furey, Chicago; 
RayMoNnD M. McKeown, Coos Bay, Ore., and Rurus B. 
Rosins, Camden, Ark. 

Member, Judicial Council: Geornce A. Woopnouse, Pleas- 
ant Hill, Ohio 

Members, Council on Medical Education and Hospitals: 
Joun Z. Bowers, Madison, Wis.; LELAND S$. McKrrrrick, 
Brookline, Mass. 

Members, Council on Medical Service: Joun F. Burton, 
Oklahoma City, Okla.; Reusen B. CuHrisMAN Jn., Coral 
Gables, Fla., and Russe.y B. Rorn, Erie, Pa. 

Members, Council on Constitution and Bylaws: W. C. 
BorNeMEIER, Chicago; Hy.anp, Grand Rapids, 
Mich.; and D. Madison, Wis. 


Election of Affiliate Members 


The following persons were elected to Affiliate Member- 
ship in the American Medical Association: 

American medical missionaries, nominated by the Judicial 
Council: 

Donavp T. Boscu, Hohokus, N. J. 

Naomi L. Darton, Vellore, South India 

Dona.p R. Kinpscui, Palo Alto, Calif. 

Jay P. Munsey, Libya, North Africa 

SAMUEL GARDNER RANKIN, Kowloon, Hong Kong 
Leon K. Rirrennouse, Kingston, B. W. I. 
Davip Paut Ruppert, Ethiopia, Africa 
RayMonp E. Stannarp, U. S. O. M. Kathmandu, Nepal 
Cuirrorp S. Weare, Indianapolis, Ind. 
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Introduction of Resolutions.—The Speaker called for the 
introduction of resolutions: 


Medicare: No. 1.—Dr. Milford O. Rouse for the Texas Medi- 
cal Association introduced a resolution inviting the constitu- 
ent medical societies to take action to terminate contracts 
on Medicare, and calling for the repeal, modification, or 
amendment of Public Law 569, 84th Congress, so as to 
provide medical care for the dependents of the personnel 
of uniformed services through programs underwritten by 
voluntary prepayment plans, or by pay increases adequate 
for such personnel to purchase voluntary prepaid insurance. 
It was requested that copies of this resolution be sent to the 
President of the United States, members of the Congress, 
and all constituent medical societies. 

The Reference Committee on Legislation and Public 
Relations felt that as the present Medicare law contains a 
variety of methods of financing health care costs, the pur- 
pose of the resolution could be accomplished through modi- 
fication of the present implementing directives without the 
necessity for new legislation. The committee recommended 
that the resolution be not approved and that the action 
taken by the House of Delegates at its 1957 New York 
meeting with respect to resolution 19, which reads in part 
as follows, be reaffirmed: 

“We...are recommending that the decision as to the 
type of contract and whether or not a fee schedule is in- 
cluded in future contract negotiations should be left to 
individual state determination . . .” 


Medicare: No. 2 and 60.—Dr. Charles C. Smeltzer, Tennes- 
see, introduced resolution 2 which protested the continuation 
by the Department of Defense of the fixed fee schedule, 
in those states whose doctors hold that this system is not sat- 
isfactory, and recommended (1) that the way should be 
opened by the Department of Defense for the negotiation 
of contracts under Medicare whereby physicians would be 
allowed to charge their usual and customary fee for the 
services rendered, and (2) that the A. M. A. Board of 
Trustees take all action possible to bring about these re- 
quested changes in the policy and administration of the 
Medicare program. 

Resolution 60, introduced by Dr. J. W. Chambers, Georgia, 
resolved that the A. M. A. inform the Department of De- 
fense immediately of the advantages of an indemnity-type 
Medicare contract, which would (1!) reestablish the physi- 
cian-patient relationship and eliminate the “complete third 
party medicine” aspects of the program; (2) decrease the 
government financial obligation to the patient and thereby 
eliminate the budgetary need for the restriction of freedom 
of choice of physician and eliminate the budgetary need for 
a decrease in the extent of authorized medical care; and 
(3) increase patient-doctor relationship and responsibility 
that is recognized by the American Medical Association as 
being so important in American medicine today, thereby 
restoring the status of the patient to that of other patients 
covered by indemnity-type plans comparable with industrial 
insurance plans. The resolution further recommended that 
the Association demand that the Department of Defense 
permit constituent medical societies to negotiate indemnity- 
type contracts at the earliest possible time. 

The Reference Committee on Insurance and Medical 
Service, which considered these two resolutions together, 
felt that, since the A. M. A. is already on record as having 
requested the Department of Defense to permit individual 
states to negotiate an indemnity type (Medicare) contract, 
if so desired, and since the Association has a Task Force on 
Dependent Medical Care under the direction of the Board 
of Trustees, the committee recommended that these two 
resolutions be not adopted. 


State-byState Participation in Federal Insurance Contribution 
Act: No. 3.—Dr. John N. Gallivan for the Connecticut State 
Medical Society introduced a resolution urging that the 


J.A.M.A., Sept. 6, 1958 


A. M. A. approve the principle of state-by-state physician 
participation under Title II of the Social Security Act, and 
further that the Association recommend to each constituent 
medical society the exploration of the feasibility of such 
participation. 

The Reference Committee on Legislation and Public 
Relations after extensive discussion recommended that this 
resolution be not approved. In the opinion of the committee, 
the basic position of the A. M. A. in regard to Social Se- 
curity is one of opposition to compulsory coverage of 
physicians. If the Association were to approve the inclusion 
of all physicians in a particular state, it would be approving 
the compulsory inclusion of many physicians in that state 
who are opposed to such coverage. 


Indigent Care: No. 4.—Dr. Kenneth B. Castleton for the 
Utah State Medical Association introduced a_ resolution 
calling attention to the fact that confusion, duplication, and 
waste exist as a result of the multiplicity of programs in 
effect to provide matching funds to the various states for the 
medical care of welfare recipients, and making suggestions 
for their elimination. 

The Reference Committee on Insurance and Medical 
Service was in general agreement with the intent of the 
resolution which recommended (1) that the A. M. A. bring 
this situation to the attention of the Congress with the view 
to complete revision of the program; (2) that the A. M. A. 
request that any funds provided under the Social Security 
program for the medical care of the indigent be directed 
toward the purchase of prepaid medical care, such as Blue 
Cross-Blue Shield, in order to eliminate the confusion, 
waste, and duplication and to provide better medical care 
for such senior citizens; and (3) that the resolution be 
forwarded to the Committee on Indigent Medical Care of 
the Council on Medical Service which is now conducting 
a study of this subject. The committee, however, recom- 
mended that section 2 be amended to read as follows: That 
the A. M. A. request that any funds provided under the 
Public Assistance provisions of the Social Security Act for 
medical care of the indigent be administered by a voluntary 
agency such as Blue Shield on a cost plus basis or by a 
specific agency established by the medical society of the 
state in which indigent care is rendered. 


Free Choice of Physician: No. 5.—Dr. Robert C. Long for 
the Kentucky State Medical Association introduced a resolu- 
tion recommending that the A. M. A. use its resources to 
develop at the earliest possible date an educational program 
designed to (1) educate the members of the medical pro- 
fession to the advantages to the public and the profession 
of maintaining the free choice of physician system of prac- 
tice, and (2) inform its members of the dangers to the 
public and the profession of participation in medical service 
plans that deny this system and that otherwise tend to lower 
the quality of medical care. Additionally, it was recom- 
mended that the A. M. A., working with the constituent 
medical societies and at the earliest date feasible, develop 
a continuing informational campaign designed to educate 
the public of the evils, dangers, and disadvantages of any 
medical service plan that tends to lower the quality and 
efficiency of the medical care it is now enjoying. 

The Reference Committee on Insurance and Medical 
Service endorsed the intent of the resolution and, in particu- 
lar, emphasized that freedom of choice of physician is basic 
in the philosophy of medicine. The committee therefore 
approved the resolution but recommended that its imple- 
mentation be delayed until the Commission on Medical Care 
Plans reports at the 1958 Clinical Session. By way of an 
explanation the committee called attention to the stated 
purposes of the Commission on Medical Care Plans: To 
study (1) the nature and methods of operation of the various 
types of plans through which persons receive the services of 
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physicians; (2) the effect of these plans on the quality and 
quantity of medical care provided; and (3) the legal and 
ethical status of the arrangements used by the various plans. 


Opposition to Forand-Type of Legislation: No. 6 and 16.— 
Resolutions were introduced by Dr. Earl F. Leininger (No. 6) 
for the Nebraska State Medical Association and Dr. Milford 
O. Rouse (No. 16) for the Texas Medical Association relat- 
ing to opposition by the A. M. A. to the Forand bill 
(H. R. 9467) and any legislation similar in philosophy and 
intent that would amend Title II of the Social Security Act 
by introducing a hospital and medical benefit, thereby 
establishing a national system of compulsory health insur- 
ance. The resolutions also requested that a copy of each 
be sent to the President, the members of the Congress, as 
well as to the constituent medical societies. 

The Reference Committee on Legislation and Public Re- 
lations which considered the two resolutions together, rec- 
ommended that they be approved with the exception of the 
resolve directing that they be sent to the President and 
others. The committee believed that publicity concerning 
the resolutions should be left to the discretion of those 
individuals within the Association charged with the re- 
sponsibility of conducting the campaign against Forand-type 
legislation. 


Voluntary Health Insurance for the Aged: No. 7.—Dr. C. C. 
Sherburne introduced a resolution for the Ohio State Medi- 
cal Association calling attention to the rising cost of living 
which has made it difficult for the aged living on pensions or 
other fixed incomes to meet the costs of medical care, and 
recommending that the newly created Joint Council to Im- 
prove the Health Care of the Aged take immediate steps to 
confer with voluntary health insuring agencies and organiza- 
tions on the feasibility of offering a contract which will pro- 
vide (1) medical and hospital coverage for those beyond the 
age of 65, and (2) a method whereby the insured may 
secure paid-up coverage for life through the payment of 
necessary premiums prior to age 65. 

The Reference Committee on Insurance and Medical 
Service was in general agreement with the intent of the 
resolution. It approved section 1 of the resolution, but was 
of the opinion that the second section may not now be 
considered feasible. The committee called attention to the 
1957 Clinical Meeting report of the Reference Committee 
on Insurance and Medical Service which urged a continua- 
tion of studies along these lines. The committee was also of 
the opinion that it is inappropriate to refer resolutions from 
this House directly to an interassociation group, such as the 
Joint Council to Improve the Health Care of the Aged. With 
these comments in mind, the committee recommended the 
adoption of the resolution with the suggestion that it be re- 
ferred to the Board of Trustees for proper implementation. 


Automatic Stop Order on Dangerous Drugs: No. 8.—Dr. 
James M. Kolb, Arkansas, introduced a resolution urging 
that the A. M. A. express strong opposition to the action of 
the Joint Commission on Accreditation of Hospitals in ad- 
vocating an automatic stop order on dangerous drugs, be- 
cause (1) the dangerous drugs were not defined; (2) it is 
extremely difficult to have stop orders on some types of 
medication and not on all medication; (3) since the order 
has been in effect (December 1957) there have been many 
instances of patients needlessly suffering; (4) physicians 
capable of ordering drugs are capable of stopping those 
same drugs; and (5) the order is an arbitrary and unneces- 
sary invasion of the doctor-patient relationship. Copies of 
the resolution were to be sent to the Joint Commission on 
Accreditation of Hospitals, the American College of Physi- 
cians, the American College of Surgeons, the American 
Hospital Association, the Canadian Medical Association, and 
the American Academy of General Practice. 
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In the report of the Reference Committee on Medical 
Education and Hospitals, it was pointed out that the regula- 
tion was established because of some unfortunate situations 
affecting the health and life of individuals where automatic 
stop orders did not exist. While recognizing that any regula- 
tion or order is only as effective as those administering it 
may make it, and that unfortunate situations may arise 
involving strict interpretation by some, the committee was 
of the opinion that this regulation is good from the stand- 
point of the protection of the public. The committee further 
believed that the proper administration of such a regulation 
in order to be satisfactory to everyone concerned involves 
responsibility for its administration on the part of individuals 
and hospitals in a particular area, and therefore recom- 
mended that the resolution be disapproved. 


Social Security Coverage for Physicians: No. 9.—Dr. Stanley 
B. Weld for the Connecticut State Medical Society intro- 
duced a resolution instructing the Secretary of the Associa- 
tion to conduct a nationwide referendum on the question of 
Social Security coverage for physicians, and that the results 
be reported as soon as possible to the secretaries of the 
constituent medical societies. 

The Reference Committee on Legislation and Public Re- 
lations pointed out that as there is no provision in the 
Constitution and Bylaws of the Association for a referendum 
of its members, such a referendum would usurp the duties 
and prerogatives of the House. The committee therefore 
recommended that the resolution be not approved. (See 
also discussion on resolutions 19 and 20, page 66.) 


Senior Medical Students as Clinical Clerks to Replace First 
Year Interns: No. 10.—Dr. Philip H. Jones for the Louisiana 
State Medical Society introduced a resolution calling atten- 
tion to the fact that nonuniversity affiliated hospitals are 
experiencing great difficulty in obtaining interns in the 
numbers and of the caliber they require, and further that 
many of these hospitals have the facilities for providing 
excellent intern training programs. 

The Reference Committee on Medical Education and 
Hospitals approved the intent of the resolution that the 
A. M. A. take appropriate measures to investigate the feasi- 
bility of the use of senior medical students in clinical clerk- 
ships in the place of first year interns in university affiliated 
hospitals. It recommended that the resolution be referred to 
the Council on Medical Education and Hospitals for its in- 
formation. 


Restrictive Effect of Board Certification on Practice of Medi- 
cine: No. 11.—Dr. Philip H. Jones for the Louisiana State 
Medical Society introduced a resolution stating that when 
board certification groups were first organized they were 
meant to improve standards and clarify competence of in- 
dividuals as practitioners in various specialties, but that the 
act of certification has become stereotyped and is being 
used restrictively “as a union card” in the practice of medi- 
cine in many instances. The resolution requested that the 
A. M. A. request its representatives on the Joint Commission 
on Accreditation of Hospitals to exercise their influence to 
direct that Board certification should not be used as a 
qualification for staff appointments in hospitals approved by 
the Commission. 

The Reference Committee on Medical Education and 
Hospitals called attention to the fact that the sentiment 
expressed by the resolution is one which has been reiterated 
by the Joint Commission on Accreditation of Hospitals on a 
number of occasions. The committee recommended approval 
of the resolution with the following modification: “That the 
House of Delegates of the A. M. A. request its representa- 
tives on the Joint Commission on Accreditation of Hospitals 
to exercise their influence to direct that Board certification 
not be used as the sole qualification for staff appointments 
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Medicare: No. 12.—Dr. James M. Kolb, Arkansas, introduced 
a resolution recommending that the A. M. A. request the 
administrator of the Medicare program to issue a directive 
to the negotiating team to submit to the wishes of those 
states in which it is customary to start charging night rates 
at 7 p. m. 

The Reference Committee on Insurance and Medical 
Service did not believe it was possible to set up a national 
policy as requested in the resolution and believed that the 
matter should be left to the decision of the individual states 
in negotiating their Medicare contracts. The committee 
therefore recommended that the resolution be not adopted. 

The House, however, adopted an amendment made on 
the floor to the effect that the A. M. A. request the ad- 
ministrator of the Medicare program to issue a directive to 
the negotiating team to submit to the wishes of each state 
in all matters in the Medicare program. 


Limitation of Exemption for Residents from Payment of 
Dues: No. 14.—Dr. O. J. Campbell, Minnesota, introduced a 
resolution requesting an amendment to eliminate the time 
limitation from the present provisions of Chapter III, Sec- 
tion 4, of the Bylaws of the Association, limiting the exemp- 
tion for residents from payment of dues to the period of 
five years following graduation. It was felt that the exemp- 
tion should be available to members entering residencies 
and fellowships later than five years after graduation. 

The Reference Committee on Amendments to the Con- 
stitution and Bylaws agreed with the intent of the resolution 
except for its reference to fellowships. It was pointed out 
that fellowships are not now covered by Chapter III, Section 
4 (C), of the Bylaws. The committee recommended that 
the resolution be referred to the Council on Constitution 
and Bylaws for implementation insofar as it relates to resi- 
dents, and to residents only. 


Relationships Between Medical Profession and Administra- 
tors of Medical Care Plan of UMWA: No. 15.—A resolution 
was introduced by the Tennessee delegation requesting that 
a special committee composed of three or five members of 
the House of Delegates be appointed by the Speaker of the 
House (a) to make an investigation of the situation in the 
states where disputes exist between the medical profession 
and the administrators of the medical program of the 
UMWA for the purpose of determining the facts with re- 
gard to the origin and the nature of such disputes, (b) to 
report their findings to the House of Delegates at its 1958 
Clinical Meeting, and (c) that the Board of Trustees make 
available to the committee the necessary funds and person- 
nel for its proper functioning. 

The Reference Committee on Insurance and Medical 
Service commended the medical profession in Tennessee for 
the manner in which it has approached problems of medical 
care in the coal mining areas and for its successful liaison 
with administrators of the medical program of the UMWA. 
However, it was of the unanimous opinion that the appoint- 
ment of a special committee is not now necessary; that a 
great deal of work has been and is being done by various 
groups within the Association; and that the creation of a 
new committee would be a duplication of work and money. 
The committee further pointed out it is hoped that the 
Commission on Medical Care Plans will report at the 1958 
Clinical Meeting on some of the suggestions made in this 
resolution. The committee recommended, that in view of 
the activities already being carried out by the A. M. A., the 
resolution be not approved. 


Inclusion of Physicians Under Social Security: No. 17.— 
Dr. Milford O. Rouse for the Texas Medical Association 
introduced a preamble and resolutions requesting that the 
Association unequivocally oppose the inclusion of self- 
employed physicians in the Social Security System, and that 
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a copy of the resolution be went to the President of the 
United States, the members of the Congress, and the con- 
stituent medical societies. 

The Reference Committee on Legislation and Public Re- 
lations was in favor of the principle expressed by the reso- 
lution but recommended the adoption of the following 
substitute resolution: 

WHEREAS, Proposals for the inclusion of self-employed 
physicians in the Social Security System have been made 
repeatedly and are now pending before Congress; and 

WHEREAS, The matter has been discussed several times 
before the A. M. A. House of Delegates and its reference 
committees, yet there remains the necessity of reiterating 
our position to members of Congress and to the general 
public that American physicians still strongly oppose being 
included in the Social Security System; and 

WHEREAS, American physicians always have stood on the 
principle of security through personal initiative; therefore 
be it 

Resolved, That the House of Delegates of the American 
Medical Association unequivocally opposes the compulsory 
inclusion of self-employed physicians in the Social Security 
System. 


Jenkins-Keogh Bills: No. 18.—Dr. Milford O. Rouse for the 
Texas Medical Association introduced a resolution request- 
ing that the A. M. A. again affirm its strong endorsement of 
the principle of the Jenkins-Keogh plans, urging the prompt 
and favorable consideration of the proper bills in the present 
Congress, and that a copy of the resolution be sent to the 
President of the United States, the members of the Congress, 
and the constituent medical societies. 

The Reference Committee on Legislation and Public 
Relations recommended approval of this resolution. 


Social Security Coverage for Physicians: No. 19 and 20.— 
Resolutions relating to a poll of the A. M. A. membership 
regarding the inclusion of physicians in the Social Security 
System were introduced by Dr. P. J. DiNatale for the Medi- 
cal Society of the State of New York (No. 19 and 20). 

Resolution 19 resolved that a mail poll of the entire 
membership be undertaken immediately by the Board of 
Trustees on the question, “Do you favor (yes or no) inclu- 
sion of self-employed doctors of medicine in the Federal 
Social Security System on a compulsory basis?”; that the 
poll not include any reference to the Jenkins-Keogh bills or 
coverage on a voluntary basis, but be confined to the latter 
question, and that the results of the poll be published in 
Tue JourNnat and reported to the House of Delegates at its 
1958 Clinical Meeting. 

Resolution 20 resolved that the Secretary of the Associa- 
tion conduct a poll of active members in an attempt to 
ascertain their feelings for or against compulsory Social 
Security for physicians. 

The Reference Committee on Legislation and Public 
Relations after lengthy discussion felt that the members of 
the House of Delegates are sufficiently well informed to 
represent adequately the views of the physicians of America 
on this question. It was pointed out that the House of 
Delegates is the policy-making body of the Association and 
a poll therefore would be informational only. The committee 
was of the opinion that any poll should be taken on a state- 
by-state basis, and the results transmitted to the A. M. A. 
delegates from each state. The committee accordingly rec- 
ommended that resolutions 19 and 20 be not approved. 


Social Security for Physicians: No. 21 and 22.—Dr. P. J. 
DiNatale for the Medical Society of the State of New York 
introduced resolutions (No. 21 and 22) relating to Social 
Security benefits for self-employed physicians. J 
Resolution 21 resolved that the A. M. A. call on the Con- 
gress of the United States to extend benefits of social secu- 
rity to self-employed physicians, and that the Board of 
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Trustees take appropriate action in order that there may be 
federal legislation in support of this policy. 

Resolution 22 asked that the Association rescind its 1957 
action in not choosing to advocate social security for doctors 
of medicine under the federal law, and instead affirm ap- 
proval thereof. 

The Reference Committee on Legislation and Public Re- 
lations recommended that these resolutions be not approved. 


Old Age and Survivors Insurance Program: No. 23.—Dr. P. J. 
DiNatale for the Medical Society of the State of New York 
introduced a resolution requesting that the A. M. A. advo- 
cate that the schedule of allowances by the Bureau of 
Disability Determinations be not lower than that adopted 
for the fee schedule of allowances under the Medicare pro- 
gram in the various states, and that a copy of this resolution 
be sent to each constituent medical society. 

The Reference Committee on Insurance and Medical 
Service was in agreement with the intent of this resolution 
and recommended its adoption. 


Artificial Respiration for Rescue Work: No. 25.—Dr. James 
Greenough for the Medical Society of the State of New York 
introduced a resolution urging that the Association officially 
adopt and endorse the expired air method of artificial 
respiration for rescue work. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health heard testimony presented by quali- 
fied experts from the Section on Anesthesiology and others, 
convinced that the expired air method of artificial respira- 
tion is an effective and now possibly the best known method 
of resuscitation. After due deliberation, however, the com- 
mittee questioned the advisability of official endorsement of 
specific techniques by the American Medical Association. It 
felt that should this practice become common, the meetings 
of the House might be over-burdened with the considera- 
tion of innumerable techniques in all fields of medicine and 
surgery. It also feared the possible adoption or rejection of 
such techniques by the A. M. A. without due and careful 
consideration, and that general acceptance of a procedure 
by the medical profession might even be delayed while 
waiting for formal approval. Solely for these reasons of 
policy, the committee recommended that this resolution be 
not approved. 

The House of Delegates, however, adopted a motion 
made on the floor that the report of the Reference Com- 
mittee be amended to indicate that no action be taken on 
this resolution. 


Two-Year Rotating Internship: No. 26.—Dr. Thomas 
d’Angelo for the Medical Society of the State of New York 
introduced a resolution urging that medical schools adopt 
the policy of encouraging a reasonable percentage of grad- 
uates to seek rotating internships in accredited municipal 
and community hospitals, and that a copy of the resolution 
be sent to the dean of each medical school in the United 
States. 

The Reference Committee on Medical Education and 
Hospitals recommended that the resolution be referred to 
the Council on Medical Education and Hospitals for study 
and necessary action because of the continuing study it is 
carrying on with respect to the internship. 


Shortage of Interns: No. 27.—Dr. William B. Rawls for the 
Medical Society of the State of New York introduced a 
resolution requesting that (1) the A. M. A. recommend the 
two-year rotating internship; (2) the specialty boards give 
credit for the second year; (3) the armed services be re- 
quested to delay their induction until the completion of 
intern training, whether one or two years, and (4) a copy 
of the resolution be sent to appropriate agencies. 

The Reference Committee on Medical Education and 
Hospitals recommended that the resolution be referred to 
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the Council on Medical Education and Hospitals for study 
and necessary action. (See also discussion on resolution 26, 
this page. ) 


Operating Room Mortality: No. 28.—Dr. R. J. Azzari for the 
Medical Society of the State of New York introduced a 
resolution requesting the Council on Medical Education and 
Hospitals to develop a classification of, and terminology for, 
operating room deaths to be promulgated to the constituent 
and component medical societies, to help in assembling 
data at those levels. The resolution pointed out that operat- 
ing room mortality appears to be an increasing hazard in the 
conduct of surgical practice, and that the lack of definition 
of the terminology of cardiac arrest and the lack of uni- 
formity in the compilation of operating room mortality 
statistics does not permit accurate assay of the problem or 
comparison of these mortality statistics from different areas. 

The Reference Committee on Medical Education and 
Hospitals felt that because of the seriousness of the problem 
the resolution should be referred to the Board of Trustees 
with the recommendation that an ad hoc committee be ap- 
pointed to study the entire matter. 


Service-Connected Disabilities in Veterans Administration 
Hospitals: No. 30.—Dr. Durward G. Hall for the Missouri 
State Medical Association introduced a resolution requesting 
(1) that the A. M. A. urge congressional action to restrict 
hospitalization of veterans at VA hospitals to those with 
service-connected disabilities, and (2) that the organized 
medical profession of the United States offer to provide the 
VA with competent attending and consultant staffs of a 
quality acceptable to dean’s committees, provided admissions 
to VA hospitals are so restricted. 

The Reference Committee on Legislation and Public Re- 
lations approved a substitute resolution which included item 
(1) above and recommended that the A. M. A. suggest to 
the dean’s committees that they restrict their activities to 
VA hospitals admitting only patients with service-connected 
disabilities. 


A. M. A. Mediation Committee: No. 31.—Dr. Eustace A. 
Allen of the Medical Association of Georgia introduced a 
resolution requesting that the Board of Trustees be author- 
ized to consider the establishment of a permanent mediation 
committee to be set up jointly by the A. M. A. and the 
Association of American Medical Colleges, the committee to 
be available, when requested by the local medical organiza- 
tion and the medical school concerned, for the purpose of 
mediating difficulties which have arisen concerning ethics 
and other matters involving the practice of medicine. 

The Reference Committee on Miscellaneous Business 
recalled that at the 1956 Annual Meeting the relationship 
between local medical organizations and medical schools 
involving the practice of medicine was considered, and 
suggestions were formulated to be followed in considering 
ethical relationships between these groups. The House at 
that time recommended that “on request of the medical 
society or a medical school, the A. M. A. Board of Trustees 
establish in cooperation with the Association of American 
Medical Colleges a special committee whose function would 
be to investigate areas where there is friction between the 
medical school and the profession. Such a committee might 
(1) assure the continuation of liaison; (2) see to it that all 
data and facts are made available to all concerned, and 
(3) seek to resolve differences of opinion.” Recently, a 
committee of this type was selected to settle problems in- 
volving medical organizations and a medical school in 
Georgia. The committee performed an excellent service and 
the problems were resolved satisfactorily. 

The Reference Committee believed that in view of the 
excellent results obtained by previous action of the House 
there is no advantage in the formation of a permanent 
committee; that there appears to be a lack of information 
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among medical organizations as to the existence of this plan 
for the selection of such committees; and that wider public- 
ity should be given to these mediation committees. The 
committee recommended that the resolution be not adopted. 


Relation of Physicians and Hospitals: No. 32.—Drs. Warren 
W. Furey and W. C. Bornemeier for the Illinois State 
Medical Society introduced a resolution requesting that a 
study be made to determine whether or not the growing 
practice by hospitals of encouraging staff members to con- 
duct their private office practice within or adjacent to the 
hospital is a major move toward the practice of medicine 
by hospitals. 

The Reference Committee on Insurance and Medical 
Service believed that a study should be made and recom- 


‘mended approval of the resolution with the further recom- 


mendation that it be referred to the Board of Trustees for 
prompt implementation. 


Care of the Aged: No. 33.—Dr. William Weston Jr., South 
Carolina, introduced a resolution requesting the A. M. A. to 
urge the Congress to refrain from the passage of laws which 
would hamper the efforts of the newly created Joint Council 
to Improve the Health Care of the Aged by making the 
aged of our population more dependent on the federal 
government, so that this organization may have reasonable 
time to work out the solution of the problem in the tradi- 
tional American way, and recommending that a copy of the 
resolution be forwarded to members of the Congress with a 
request that they use their best efforts to implement the 
purpose expressed therein. 

The Reference Committee on Legislation and Public 
Relations recommended that the resolution be approved 
and referred to the Board of Trustees for appropriate action. 
(See also discussion resolution 7, page 65. ) 


A. M. A. and Other National Medical Associations: No. 34.— 
Dr. George D. Johnson, South Carolina, introduced a reso- 
lution requesting that the Board of Trustees explore the 
desirability and feasibility of having the House of Delegates 
meet with some of the larger associations such as the 
American Academy of General Practice, the Southern 
Medical Association, and other organizations at their fall 
meetings. 

The Reference Committee on Miscellaneous Business 
agreed in spirit with the resolution, but felt that meetings 
between members of these organizations are already occur- 
ring and consequently recommended that the resolution be 
not adopted. 


Accreditation of Hospitals: No. 35.—Resolution No. 35 in- 
troduced by Dr. Malcom E. Phelps, Oklahoma, requested 
(1) that the A. M. A. be urged to assume promptly its true 
responsibility by establishing a plan for accreditation of 
hospitals, such plan to be limited to the problems of patient 
care, staff organization, and intern and resident training 
programs, and (2) that the American Hospital Association 
be urged to cooperate with the A. M. A. by limiting its 
accreditation activities to the strictly physical problems of 
hospital care which unquestionably is its responsibility. 
The Reference Committee on Medical Education and 
Hospitals called attention to the fact that pursuant to action 
of the House at its 1955 Annual Meeting, a special com- 
mittee was appointed to review the functions of the Joint 
Commission on the Accreditation of Hospitals, and that its 
report was made to the House of Delegates in June 1956. 
The reference committee also called attention to Section F 
of the report of that committee which states in subsection I: 
“After thorough study the Committee does not believe 
administrative and professional functions in accreditation 
can be separated, but believes accreditation of the hospital 
should be done by the Joint Commission and accreditation 
of internship and residency programs should continue to be 
the function of the American Medical Association through 
its Council on Medical Education and Hospitals.” 
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Because the report of the special committee was accepted 
by the House, the reference committee recommended that 
the resolution be not adopted. 


Advertising of Proprietary Drugs: No. 37.—Resolution 37 
introduced by Dr. Philip S. Foisie, Massachusetts, stated 
that inasmuch as extensive promotion, particularly by tele- 
vision and radio, of self-medication for common symptoms 
such as indigestion, constipation, and anemia may postpone 
the diagnosis of serious disease, (1) that the A. M. A. 
record its opposition to this dangerous and rapidly growing 
practice, and (2) that the question be referred to the Board 
of Trustees for consideration and appropriate action. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health indicating it was cognizant of the excel- 
lent work being voluntarily carried out by organizations 
concerned with advertising, recommended the adoption of 
the following amended resolution: 

WHEREAS, Extensive advertising and promotion through 
newspapers, magazines, television and radio of self-medica- 
tion for common symptoms such as indigestion, constipation, 
and anemia may postpone the diagnosis of serious illness; 
therefore be it 

Resolved, That the American Medical Association record 
its opposition to this dangerous practice, and that the ques- 
tion be referred to the Board of Trustees for consideration 
and appropriate action. 


Operating Room Training of Student Nurses: No. 38—Reso- 
lution 38 introduced by Dr. William F. Costello, New Jersey, 
called attention to the developing tendency in the United 
States to reduce the operating room experience required in 
the curriculum for student nurses, and requested that the 
A. M. A. express its disapproval and stern opposition to 
curtailment or withdrawal of this experience as incompatible 
with the rounded development of those professional capa- 
bilities desirable and indispensable for the public welfare. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu- 
tion that recommended that the A. M. A. express the opinion 
that some operating room experience is valuable and neces- 
sary training for all nurses. 


Hospital Accreditation: No. 39 and 56.—Resolution 39 in- 
troduced by Dr. Philip H. Jones, Louisiana, indicated that 
the standards and requirements maintained by the Joint 
Commission on Accreditation of Hospitals are such that they 
can best be maintained by the larger and teaching hospitals. 
It suggested that the A. M. A. ask its representatives on the 
Joint Commission to attempt to make a distinction between 
the requirements for teaching hospitals and the smaller 
hospitals, with less teaching facilities, residents, and interns. 
Resolution 56 introduced by Dr. Walter C. Bornemeier, 
Illinois, resolved that the A. M. A. instruct its representatives 
on the Joint Commission on Accreditation of Hospitals to 
defend and enhance the role of the physician and county 
medical societies in medical matters in their own com- 
munity, and recommended that county medical societies be 
consulted whenever possible in matters of accreditation. 
The Reference Committee on Medical Education and 
Hospitals reviewed these resolutions together and recom- 
mended that they not be adopted. By way of explanation, 
it was pointed out that in the “Report of the Committee to 
Review the Functions of the Joint Commission on Accredi- 
tation of Hospitals (Stover Committee, 1956) it was recom- 
mended that the Commission give consideration to establish- 
ing standards which may vary depending upon the size of 
the hospital. Each hospital should be judged on its own 
merits and efficiency, regardless of size.” It was further 
pointed out by members of the Joint Commission that some 
changes had been made in the Commission’s regulations 
pertaining to the organizational structure for small hospitals 
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and that continued study was being given to this problem. 
The committee was cognizant of the fact that there can be 
only one standard of medical care regardless of size of the 
hospital. It was felt that the successful experience in Ohio 
where a state medical society Committee on Accreditation 
was established for the purpose of determination and solu- 
tion of problems, as a result of meetings with representatives 
of the Joint Commission, might well set a pattern for similar 
programs in other areas where misunderstandings exist due 
to certain regulations of the Joint Commission. 


Proposed Regionalization Program in Commonwealth of 
Puerto Rico: No. 40.—Resolution 40 introduced by Dr. C. L. 
Berio, Puerto Rico, indicated that attempts are being made 
to organize in the Commonwealth of Puerto Rico a system 
of medical care known as the Regionalization Program which 
is in essence the socialization of medicine. The resolution 
requested that (1) the A. M. A. oppose vigorously such a 
Regionalization Program in Puerto Rico, unless it be clearly 
and explicitly shown that such a program will deal with the 
reorganization and integration of the government facilities 
for the care of the indigent population only, without any 
attempt whatsoever to establish a global, socialized system 
of government medicine; (2) the Rockefeller Foundation 
be requested to withdraw financial and technical support 
for such a program unless its objectives are clearly redefined 
and publicly stated along the lines set forth above, and (3) 
a copy of this resolution be sent to the appropriate agencies. 

The Reference Committee on Miscellaneous Business felt 
that the regionalization plan represented an experiment 
initiated by government to control the practice of medicine 
and will result, in effect, in the socialization of medicine in 
Puerto Rico. The committee was wholeheartedly in favor of 
the resolution and recommended that it be adopted. 


Medical Journal Advertising: No. 42.—Dr. Donald A. Char- 
nock for the California Medical Association introduced a 
resolution to the effect that advertising in medical journals 
must adequately and properly reflect for the benefit of 
physician readers the true substance, use, therapeutic ad- 
vantages, and necessary precautions in using the product 
advertised, and advertising safeguards should be maintained. 

The Reference Committee on Miscellaneous Business was 
in agreement with the principle of the resolution, but rec- 
ommended the adoption of amendments requesting that the 
Board of Trustees continue its leadership in maintaining 
proper advertising safeguards in its own publications, and 
that appropriate A. M. A. councils assist constituent state 
and component county medical societies to the end that 
physicians reading the publications of these societies may 
be confident that all advertising printed in these journals 
has passed a fair but rigid examination by competent au- 
thorities. 


A. M. A. Washington Office: No. 43.—A resolution was in- 
troduced by Dr. Frank A. MacDonald, California, requesting 
that the Board of Trustees (1) immediately survey and re- 
evaluate the functions and effectiveness of its Washington 
Office in the light of present-day needs of the government, 
public and medical profession alike for effective liaison be- 
tween government and medicine on all matters affecting the 
public’s health, and adequate, prompt and accurate trans- 
mittal to the A. M. A. membership of information on all 
current public issues in which the physician has a direct 
interest, and (2) implement, as rapidly as possible, all 
changes and additions that its survey discloses are desirable 
to achieve the basic purpose of the resolution; namely, 
effective public and government relations. 

The Reference Committee on Reports of Board of Trus- 
tees and Secretary after long and serious consideration, 
agreed that there is a need for reevaluation of the over-all 
legislative program of the A. M. A.; that changes in the 
regional set-up of the Committee on Legislation may be 
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necessary; and that a re-definition of the respective duties of 
the Washington Office and the Chicago headquarters is in- 
dicated. The consensus expressed at the committee hearing 
was that there is a need for a broad and integrated program; 
that more strengthening of efforts is required; and that there 
must necessarily be complete cooperation and understanding 
between the Washington Office and the headquarters office 
of the Association. 

The committee recommended approval of the resolution, 
with an amendment to section (1) to indicate that the 
survey and the reevaluation include not only the Washington 
Office but the over-all A. M. A. legislative system. 


Basic Medical Rights of American Citizens: No. 44.—A 
resolution was introduced by Dr. Donald A. Charnock, 
California, calling attention to the fact that in the social 
trend toward organized programs for the purpose of obtain- 
ing protection against the unexpected costs of illness, various 
agencies now act as third parties for the purpose of organiz- 
ing and managing such programs, thus interposing them- 
selves between physicians and patients, and urging approval 
of several principles. 

The Reference Committee on Insurance and Medical 
Service, while attempting to keep within the intent of the 
resolution, recommended the adoption of a substitute reso- 
lution that the House of Delegates approve the following 
principles: 

“We, as physicians, cognizant that the American citizen 
enjoys certain basic rights as his heritage, and that these 
rights extend to the citizen in his position as a patient, do 
hereby recognize these basic medical rights: 

“1. He should have the right to employ the physician of 
his choice and should be free to terminate the professional 
relationship at will, without bureaucratic or governmental 
domination; and 

“2. He should have the right to know that his physician 
is responsible for all decisions regarding the extent of his 
medical care, and that these decisions are not dictated, 
restricted, or controlled by any third party.” 

The committee further recommended that the Board of 
Trustees and its representatives publicize these principles as 
the basis for participation in any program of medical care. 


Tax Deduction for Tuition Costs of Higher Education: No. 
45.—A resolution was introduced by Dr. Donald A. Char- 
nock, California, requesting that the A. M. A. legislative 
committee and the members of the Congress be urged to 
take steps to initiate, or to have introduced into the Con- 
gress, legislation which would have as its object the allow- 
ance of all items incurred in the maintenance of a student 
in a recognized college or university for tuition or fees as 
deductible items in the computation of gross income for 
federal income tax purposes. 

The Reference Committee on Legislation and Public 
Relations, although in sympathy with the sentiments ex- 
pressed in the resolution, recommended that it be referred 
to the Committee on Legislation for study along with the 
numerous other income tax bills now before that Committee. 


Nurse Training Program: No, 46.—Dr. Donald A. Charnock, 
California, introduced a resolution requesting the A. M. A. 
to initiate continuing discussions with representatives of the 
American Nurses Association, the National League of 
Nursing, the American Hospital Association, and all other 
interested groups, to resolve the inadequacies in quality 
and quantity of nurse training, and to disseminate the re- 
sults of such discussion to the medical profession through 
available media. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu- 
tion to the effect that the A. M. A. initiate continuing dis- 
cussions with the groups as listed, to improve the quality 
and quantity of nurse training. 
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Indigent Care: No. 47.—Dr. Donald A. Charnock, California, 
introduced a resolution to the effect that recent acts of the 
U. S. Congress and several state legislatures have brought 
on an initial form of government-controlled medicine which 
is bureaucratic, arbitrary, and subject to governmental whim 
and mismanagement, is contrary to the best interests of the 
health of the elderly people of this nation. The resolution 
requested (1) that the Board of Trustees set up a specially 
designated committee to study, anticipate, educate, and, in 
the very best interests of the people, prepare for similar 
legislation that will surely be presented in the not-too-distant 
future to our state lawmakers; and (2) that the committee 
be empowdered to engage the services of public relations 
experts and any others whose special aptitudes and quali- 
fications might make their services of value; and (3) that 
the House authorize this committee, subject to approval by 
the Board of Trustees, to spend any reasonable sums to 
turther this public relations and legislative program. 

The Reference Committee on Legislation and Public Re- 
lations approved the resolution in principle and recommend- 
ed referral to the Board of Trustees for study and imple- 
mentation. 


Special Division of the A. M. A.: No. 48.—Dr. Donald A. 
Charnock, California, introduced a resolution pointing out 
that there continues to be increasing third party intervention, 
governmental and otherwise, between physician and patient 
to the detriment of good medical practice, and recommend- 
ing that an entirely new special division of the A. M. A. be 
established and_ staffed with skilled, highly trained in- 
dividuals. The functions of this division would be (a) to 
plan and execute a long-range program of preserving the 
present system of medical practice and the rights of the 
individual physician to practice medicine in the manner of 
his choice; (b) to formulate further plans to meet the 
medical needs of the American people under the voluntary 
free enterprise system; and (c) to offer positive advice and 
assistance to state and local societies as to courses of action 
to follow as specific threats to voluntary medical care arise 
in their areas. 

The Reference Committee on Miscellaneous Business 
agreed wholeheartedly with the principle of the resolution 
to establish a long-range planning group. However, inas- 
much as there are two committees at the present time work- 
ing in this general field, the committee was unable to decide 
whether or not the long-range objectives of the resolution 
were being carried out by these two committees. It suggested 
therefore an amendment requesting the Board of Trustees 
to explore the desirability of establishing an entirely new 
special division of the American Medical Association with 
functions as outlined above. 


Radiation Hazard: No. 49.—Dr. Donald A. Charnock, Cali- 
fornia, introduced a resolution requesting the Board of 
Trustees to set up an appropriate committee or commission 
of experts to (1) investigate radiation hazard from all 
sources; (2) evaluate the statements that are currently 
being made; and (3) report their findings with all possible 
dispatch to the A. M. A. and to the American people. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health was in agreement with the desirability 
of establishing of a committee or commission of experts 
to consider the problem of radiation hazards from all 
sources. It noted, however, that such a committee, to be 
known as the Committee on Atomic Medicine and Ionizing 
Radiation, had been proposed by the Board of Trustees. 
(See THE JouRNAL, May 17, pages 343-345, and action of 
reference committee, page 56.) The committee therefore 
felt that the adoption of this resolution was unnecessary, 
and it recommended that no action be taken. 


Guide for Judgment of Third Party Plans: No. 50.—Dr. B. E. 
Montgomery, Illinois, introduced a resolution outlining a 
guide, based on “The Principles of Medical Ethics and 
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Opinions and Reports of the Judicial Council,” June 7, 1958, 
to serve as a standard of what is unethical conduct in the 
association of a physician with a third party plan. 

The Reference Committee on Insurance and Medical 
Service believed it would be unwise to act hastily on any 
statement of medical ethics, and therefore recommended 
that the resolution be referred to the Judicial Council. 


Korean Children: No. 51.—Dr. E. G. Chuinard, Oregon, in- 
troduced a resolution requesting that the A. M. A. (1) de- 
clare its grave concern over the health of Korean children, 
the adoptive families and communities in which they will 
live, resulting from the admission into the United States 
under Section 6, Public Law 85-316, of Korean children 
suspected of or known to be infected with severe communi- 
cable diseases, including pulmonary tuberculosis, and (2) 
petition the Congress to amend this Section of the law so 
as to control, in the interest of the public health and welfare, 
the admission of children with severe communicable dis- 
eases into the United States. 

The Reference Committee on Legislation and Public Re- 
lations felt that the American people should be highly com- 
mended for opening their homes to Korean orphans and for 
adopting these children. It hoped that the individuals who 
have undertaken the task of transporting the unfortunate 
children to their new homes will be able to continue their 
wonderful work. The committee was in favor of the resolu- 
tion and urged its approval. 


Freedom of Choice: No. 52.—Dr. Wilkie D. Hoover, Okla- 
homa, introduced a resolution indicating that the A. M. A. 
should not accept any system of government-sponsored 
practice of medicine which does not provide the following 
principles: 

1. Freedom by the patient to consult the physician of his 
choice; 

2. Freedom by the physician to choose those whom he will 
serve; 

3. Freedom by the physician to practice his calling in ac- 
cordance with the recognized code of medical ethics; 

4. Freedom by the physician to care for his patients in 
accordance with established scientific principles, not sub- 
ject to interference by a third party; 

5. Freedom by the physician to practice his profession on a 
fee-for-service basis; 

6. Freedom by the physician to collect directly from the 
patient a portion of the fee for each service performed; 

7. Freedom by the physician to practice such a system of 
government-sponsored practice of medicine under terms 
of a written contract between the government and the 
various state medical associations, such contract to be of 
limited duration and renewable by mutual agreement of 
the contracting parties; and 

8. Freedom by the state medical associations to have pro- 
fessional representation at the policy-determining level of 
such a proposed system. 

The Reference Committee on Insurance and Medical 
Service concurred in a number of the principles set forth 
in the resolution, but because the subject matter is being 
considered by the Commission on Medical Care Plans, it felt 
that no action should be taken until the House received the 
report of the Commission. It therefore recommended that 
the resolution be not adopted. 


Attendance of Immediate Past-President at Meetings of 
Board of Trustees: No. 53.—Dr. James P. Hammond, Ver- 
mont, introduced a resolution stating that the President of the 
A. M. A. has, by virtue of the attainment of that office, 
demonstrated his outstanding ability and qualifications as a 
physician and medical statesman, and recommending that 
the Bylaws be amended to effect the inclusion of the im- 
mediate Past-President at meetings of the Board of Trustees. 
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The Reference Committee on Amendments to the Con- 
stitution and Bylaws agreed that the knowledge and ability 
of the immediate Past-President should be utilized by the 
Association. It was of the opinion, however, that this end is 
accomplished by Chapter XI, Section 2(C) of the Bylaws, 
which makes the immediate Past-President an ex officio 
member of the Council on Medical Service. The committee 
therefore recommended that the resolution be not approved. 


Licensure by Reciprocity: No. 54.—A resolution introduced 
by Dr. Walter C. Bornemeier, Illinois, urged that the 
A. M. A. stimulate suitable legislation on a national level so 
that physicians and surgeons, licensed by examination in 
Illinois, qualify for licensure in all states which recognize 
the principles of reciprocity. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu- 
tion that the Board of Trustees be directed to take appropri- 
ate steps for the consummation of a study of the problem per- 
taining to licensure by reciprocity, and that it consult with 
the Federation of State Medical Boards in an attempt to find 
a satisfactory solution to this problem. 


Compulsory Assessments and Audits by Hospitals: No. 55.— 
Dr. Walter C. Bornemeier, Illinois, introduced a resolution 
condemning the practice of individual hospitals who have 
continued (1) to make compulsory assessments of members 
of the medical staff for building funds, and (2) to require 
audits of staff members’ financial records as a requisite for 
continued staff appointments. 

The Reference Committee on Medical Education and 
Hospitals stated that the resolution reaffirms a position taken 
previously by the A. M. A. and recommended its approval. 


Federal Food and Drug Administration: No. 57.—Dr. 
Wendell C. Stover, Indiana, introduced a resolution com- 
mending the Federal Food and Drug Administration for its 
untiring efforts in behalf of the public and the profession 
and for the meritorious service it has performed in protect- 
ing the public from objectionable and harmful practices in 
the production and sale of foods, drugs, medical devices, 
and cosmetics. The resolution also pledged the fullest co- 
operation of the A. M. A. in furthering the intent and pur- 
poses of the Federal Food and Drug Law, and recommended 
to all states that they review their state food and drug laws 
with the intent of strengthening their own laws in such a 
way as to offer maximum protection to the public and assist- 
ance to the Federal Food and Drug Administration. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health agreed with the resolution and recom- 
mended its adoption. 


Voluntary Health Agencies: No. 58, 59, and 61.—Resolutions 
relating to the voluntary health agencies were introduced by 
Dr. Samuel J. McClendon, California (No. 58), Dr. F. M. 
Forster, Section on Nervous and Mental Diseases (No. 59), 
and the Alabama Delegation (No. 61). 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health recommended the adoption of a sub- 
stitute resolution requesting the Board of Trustees to arrange 
a top-level conference with the voluntary health agencies, 
the United Fund, the American Medical Research Founda- 
tion, and other parties interested in the raising of funds for 
health causes, with the view of resolving difficulties that 
have arisen since the development of the concept of united 
community effort. 

The House of Delegates, after much discussion on the 
floor, adopted the following statement as a substitute for the 
Reference Committee report: 

(1) That the House of Delegates reiterate its commenda- 
tion and approval of the principle of voluntary health 
agencies. 
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(2) That it is the firm belief of the American Medical 
Association that these agencies should be free to conduct 
their own programs of research, public and_ professional 
education, and fund raising in their particular spheres of 
interest. 

(3) That the House of Delegates respectfully requests 
that the American Medical Research Foundation take no 
action which would endanger the constructive activities of 
the national voluntary health agencies. 

(4) That the Board of Trustees continue actively in 
studies of these perplexing problems, looking forward to 
their ultimate solution. 


Use of Official Stamp: No. 62.—Dr. William Weston Jr., 
South Carolina, introduced a _ resolution requesting the 
A. M. A. headquarters office to use the South Carolina 
official stamp on A. M. A. membership cards of bona fide 
members of the South Carolina Medical Association, who 
would be members in good standing at the time of the 
acknowledgment of their membership in the A. M. A. 

The Reference Committee on Reports of Board of Trus- 
tees and Secretary recommended that the resolution be 
referred to the Executive Vice-President without comment, 
for such action as is deemed feasible and advisable. 


Use of Alphabet by A. M. A. Councils and Committees: 
No. 62A.—Dr. Harry Arnold Jr. introduced a resolution for 
the Alaska, Hawaii, Puerto Rico, and Isthmian Canal Zone 
delegations requesting that the House of Delegates remind 
the A. M. A. councils and committees that an alphabetical 
sequence is to be followed in listing the constituent medical 
societies in tabulations and reports. 

The House of Delegates unanimously adopted this 
resolution. 


Extension of Draft Act: No. 63.—Dr. Donovan F. Ward for 
the Iowa delegation introduced a resolution relating to the 
absence of a provision in the present act for an equitable 
call-up of physicians to support a rapid expansion in the 
event of an emergency. 

The Reference Committee on Legislation and Public 
Relations recommended the adoption of a substitute reso- 
lution instructing the Board of Trustees through the ap- 
propriate councils and committees of the Association to 
effect a liaison with the Department of Defense for the 
purpose of effecting a more equitable call-up of physicians 
in time of a national emergency. 


Consultation with Interested Sections in Special Publications 
of A. M. A.: No. 64.—Dr. H. Relton McCarroll for the Sec- 
tion on Orthopedic Surgery introduced a resolution request- 
ing that a revision be made of the “Guide to the Evaluation 
of Permanent Impairment,” and that such revision, together 
with all future A. M. A. publications which touch on the 
interests of individual Sections, be made with the coopera- 
tion of the interested Section or Sections through the ap- 
pointment by them of committees whose function shall be to 
assist in the guidance and editing of such publications. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health, after lengthy discussion and careful con- 
sideration of the resolution, recommended that the problems 
presented by this resolution can be most successfully re- 
solved by referral of it to the Board of Trustees. 


Psychiatric Patients in General Hospitals: No. 65.—Dr. F. M. 
Forster, Section on Nervous and Mental Diseases, introduced 
a resolution requesting the A. M. A. representatives on the 
Joint Commission on Accreditation of Hospitals to call to the 
attention of the Commission the recommendation that gen- 
eral hospitals, wherever feasible, be encouraged to permit 
the hospitalization of suitable psychiatric patients. 

The Reference Committee on Medical Education and 
Hospitals was in accord with the resolution and recom- 
mended its implementation. 


J.A.M.A., Sept. 6, 1958 


MEDICINE AND THE LAW 


On June 25, during the annual meeting in San Francisco, the film entitled “The Man Who 


Didn't Walk” had its premiére showing. This film is the third in a series of medicolegal 
films which is being sponsored by the Wm. S. Merrell Company in cooperation with the 
American Medical Association and the American Bar Association. The brief speeches preced- 


Introductory Comments by Dr. Hugh H. Hussey on 
Behalf of the American Medical Association 


It is indeed a pleasure for me, as a representative 
of the Board of Trustees of the American Medical 
Association, to present a few brief remarks con- 
cerning this important medicolegal film. It concerns 
traumatic neurosis—one of the most controversial 
subjects in personal injury litigation and workmen's 
compensation cases. Mr. Bronson will tell you about 
the legal intricacies involved, so I will allude only 
to some of the medical aspects of the problem. 

For the benefit of the nonmedical members of 
the audience, a trauma is anything, either physical 
or mental, that causes injury to the individual. Al- 
though we usually think of trauma as a physical 
force, such as a blow, there are other forms of 
trauma—thermal trauma, for example, a burn or 
frostbite; chemical trauma, contact of acid with the 
skin; and psychic trauma. 

In general, a neurosis can be likened to an emo- 
tional or a mental turmoil that induces greater 
than normal attention to bodily manifestation of 
illness or greater than normal response to injury. 

The combination of words into the term “trau- 
matic neurosis” first occurred about 100 years ago. 
It was used to designate causes in which neither 
gross organic lesions nor true psychoneurotic 
mechanisms could be demonstrated. As used today, 
the term has many meanings. However, the condi- 
tion it is intended most often to describe is chiefly 
the result of conflicting forces or drives within the 
personality structure of the individual, a reaction 
not specifically related to the type of injury that 
caused it. 

Persons with genuine traumatic neuroses, for the 
most part, are those who have previously been ap- 
parently well adjusted and who, after an injury— 
sometimes a relatively mild or even trifling injury— 
manifest a set of symptoms that involve all aspects 
of their psychic living. The violence and nature of 
the accident or trauma merely color the intensity 
of the neurosis rather than determine its essential 
character. 

It is easy to see, therefore, why an attorney who 
has a case involving this issue is dependent on the 
physician for an impartial evaluation of the matter. 
It is also easy to see why the physician who is called 
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upon to determine the existence of the neurosis and 
its possible relationship to the trauma has an ex- 
tremely difficult task. 

It is, in fact, the nature of the condition that has 
led to malingering and to charges of malingering. 
Many believe that too frequently claims-conscious 
people purposely feign illness and try to reproduce 
nonexistent signs and symptoms in order to deceive, 
to evade responsibility, or to derive gain. Others 
believe that unalloyed malingering does not exist, 
that simulation in these cases is always a symptom 
of some underlying psychic disturbance, while still 
others apply the term to practically all compensa- 
tion cases in which organic damage cannot be dem- 
onstrated. 

When a court or commission is asked to find that 
a traumatic neurosis does or does not exist, it must 
have the best possible evidence before it. The 
obligation of attorneys and physicians is increased 
by virtue of the very nature of the condition en- 
compassed within the meaning of the term “trau- 
matic neuroses.” Neither court nor commission nor 
the administration of justice will be well served 
unless both physician and lawyer ethically col- 
laborate to obtain and present the best evidence. 

Obviously, the attorney wants and must have the 
cooperation of the physician with respect to the 
identification of traumatic neurosis and proof of 
its existence or nonexistence in any given case. The 
physician, in keeping with the scientific disciplines 
of his profession, want to and must cooperate with 
the attorney so that the knowledge of medical 
science can be properly applied in the forum of 
justice. 

In addition to my personal relations with mem- 
bers of the legal profession, I have had the good 
fortune to be a representative on the American 
Medical Association—American Bar Association 
Liaison Committee. That committee has as its basic 
objective the improvement of doctor-lawyer rela- 
tionships. Today, the House of Delegates approved 
a national interprofessional code prepared by the 
committee. That code will also be submitted to the 
A. B. A.’s House of Delegates this summer for con- 
sideration and, I hope, adoption. 

This film, the other films in the Medicine and the 
Law series, and the codes of interprofessional con- 
duct are manifestations of the sincere efforts to im- 
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prove the administration of justice. With patience 
and with continued collaboration between the two 
professions, our interprofessional problems should 
eventually be substantially eliminated. 

On behalf of the American Medical Association— 
all thanks to the Wm. S. Merrell Company for 
underwriting the cost of these films. The company’s 
foresight and generosity have been a great aid in 
improving medicolegal relations. 

It remains, however, for each of us personally 
to apply the principles we have learned or agreed 
to so that the individual we serve—whether he be 
patient or client—is benefited by our mutual co- 
operation to protect his inalienable rights. 


Comments by E. D. Bronson, Esq., on Behalf 
of the American Bar Association 


It is a pleasure to extend to the American Medi- 
cal Association greetings of the American Bar As- 
sociation. Mr. Charles Rhyne of Washington, D. C., 
has asked me to express his disappointment in be- 
ing unable personally to appear and, as president 
of the association, to extend his greetings and good 
wishes. As his proxy I am honored indeed on behalf 
of the members of the A. B. A., if not for all of the 
lawyers in this country, to salute you and to solicit 
your friendly and patient understanding of the 
problems of the legal profession where they parallel 
or cross the interests of the doctors and also to 
assure you of our constant endeavor to work with 
you toward understanding and toward solution of 
those problems. 

The subject that was assigned is the cooperation 
between doctors and lawyers with special reference 
to traumatic neurosis. The film that you are about 
to see is a vivid portrayal of the problem that lies 
at the core of these cases. For a number of years | 
have represented the corporate insurers of these risks 
in the trial courts. Their attorneys undoubtedly look 
with a more jaundiced eye than you upon these 
claims of traumatic neurosis. So it is easy to make 
the confession that I am left today in much the 
same degree of doubt and uncertainty about the 
reliability of this diagnosis as with the first case 
that came to my attention, and frequently it would 
appear that the doctors suffer the same uncertainty, 
whether expressed or not. 

What we are talking about now is the case where 
the traumatic neurosis is claimed in court, coupled 
with demands for heavy money damages for a radi- 
cal and permanent condition. We are not talking 
about the case where litigation is not involved. Ap- 
parently all of the students of the subject have 
agreed that the addition of the profit motive, with 
or without the compulsive aspects, adds a grave 
and illusive factor, sometimes referred to as “com- 
pensation neurosis.” 

The lawyer is prone to use examples from his 
own experience. One case that dramatically pre- 
sented the diagnostic problem was a trial here in 
San Francisco about 1934 or 1935. A lady was in an 
automobile accident and claimed that total bilateral 
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blindness resulted. As she sat in the witness chair 
staring with sightless eyes she made a truly shock- 
ing picture. Her own doctor, a respected and 
highly competent eye specialist, Dr. McCool, testi- 
fied identically with the eye specialist that we 
called, the late Dr. Hans Barkan, the head of that 
department at the University of Stanford Hospital. 
They found, first, that there was nothing in the 
manner of the automobile accident or the physical 
injury suffered to account for any damage to sight. 
Second, there was nothing found in the eyes or the 
nerve tracts, and, finally, they both concluded that 
it was a true case of hysterical blindness. 

In the midst of the trial we procured for the 
defense a neurological examination by Dr. Howard 
Naffziger of the University of California Hospital. 
He testified that in the course of an hour or two of 
examination three incidents occurred in the lady's 
movements and the use of her hands that were 
completely inconsistent with blindness. One inci- 
dent could be coincidence, but not three. She did 
have vision. 

Traumatic neurosis is said to be the most com- 
mon manifestation of hysteria, and serious error is 
inevitable unless the diagnosis is established by 
most careful study. 

All texts speak of frequent coincidence of hysteria 
and malingering—sometimes impossible to separate. 
One text states: “The borderline between deliberate 
exaggeration and unconscious hysteria is often in- 
visible to both patient and doctor.” Another says: 
“Doctors are one of the greatest causative factors 
leading to traumatic neurosis instillation of 
doubt or fear in patient’s mind with limited data or 
insufficient time and study—dangerous.” 

Doctors can be sympathetic but need not molly- 
coddle the weakling patient. In litigated cases, I 
argue for the critical approach—whether you ex- 
amine for an insurance company or are treating 
your “pet” patient. 

Suppose the patient is a self-centered, ingrown 
type, antagonistic, with a sense of inferiority or 
burdened with economic problems or an intoler- 
able family life—a typical pattern for development 
of a neurosis. Soon the patient goes from petulant 
complaints to honestly fooling himself. 

On the other hand, the patient may be smart, 
well-trained, emotionally balanced, but with claims 
of persistent ills, into and past the convalescent 
stage. That, it seems, is a different picture, espe- 
cially where a damage claim is pending. 

In any of these cases, it seems to me that doctors 
should not accept everything as true merely be- 
cause the patient says he has an ache, a pain, a 
spasm, a tremor, or an area of anesthesia. A careful 
and extended study is indicated. Differential pro- 
cedures should be used and tests made for malin- 
gering so that a true analysis and conclusion is 
reached. 

That, gentlemen, is an area for cooperation be- 
tween us. 
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ARKANSAS 

Grant for Training of Researchers.—The pathology 
department at the University of Arkansas School of 
Medicine, Little Rock, has received a grant of 
$107,200 from the National Institutes of Health, to 
be used over the next five years on research projects 
directed by Dr. Hans G. Schlumberger, head of the 
department. Dr. Schlumberger said the grant money 
will be used to augment training of research per- 
sonnel. The grant became effective July 1 and totals 
$32,000 for the first year. Thereafter, it will be $18,- 
800 annually for four years. 


CALIFORNIA 


Ground Broken for Memorial Research Laboratory. 
—Ground-breaking ceremonies were held July 23 
for the Bruce Lyon Memorial Research Laboratory 
at Children’s Hospital of the East Bay in Oakland. 
The laboratory, scheduled to be completed by Dec. 
31, will cover about 8,000 square feet and will be 
built on a portion of the present hospital parking 
lot. The L-shaped building will cost about $262,000 
and will house 25 rooms for various research pur- 
poses. Mr. and Mrs. Harvey B. Lyon and their sons, 
Dr. Richards P. Lyon and Dr. Harvey B. Lyon Jr., 
gave $100,000 to establish the laboratory in memory 
of their son and brother, Bruce, who was killed in 
World War II. A grant of $75,000 was made in No- 
vember, 1957, by the National Institutes of Health 
of the Department of Health, Education and Wel- 
fare. Dr. Irvine McQuarrie is director of research 
at the hospital. 


KANSAS 

Symposium on Infectious Diseases.—The second 
annual Symposium on Infectious Diseases, jointly 
sponsored by the American Academy of General 
Practice, Kansas University Medical Center, and 
Lederle Laboratories, will be held Sept. 19, at 
Battenfeld Auditorium on the medical center cam- 
pus, Kansas City, Kan. The program will open 
with a 90-minute discussion of staphylococcal in- 
fections. Dr. Robert I. Wise, associate professor of 
medicine at Jefferson Medical College, Philadel- 
phia, will discuss “Modern Methods of Diagnosis.” 
Dr. William M. M. Kirby, professor of medicine 
at the University of Washington, Seattle, will pre- 
sent “New Concepts in Epidemiology.” Dr. Harry 
F. Dowling, head, department of internal medicine, 
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University of Illinois, Chicago, will discuss the 
“Control and Treatment” of staphylococcal infec- 
tions. The three speakers will meet for a one-hour 
panel discussion moderated by Dr. Robert W. 
Weber, University of Kansas. At the evening ses- 
sion the following three speakers are scheduled: 
Dr. Richard Cannon Eley, assistant clinical pro- 
fessor of pediatrics in the Children’s Hospital at 
Harvard, Boston, presenting “The Role of Steroids 
in Contagious Diseases”; Dr. Thomas G. Ward, 
associate director of Lobund Institute at the Uni- 
versity of Notre Dame, “A Review of the New 
Respiratory Vaccines”; Dr. Thomas H. Haight, as- 
sistant professor of medicine, preventive medicine 
and public health, University of Oklahoma School of 
Medicine, Oklahoma City, “Diagnosis and Control 
of Acute Glomeruloneephritis.” After the sympo- 
sium a reception will be held at the Hotel Muehle- 
bach. For information write the American Academy 
of General Practice, Volker Boulevard at Brookside, 
Kansas City 12, Mo. 


LOUISIANA 

Graduate Medical Assembly in Lake Charles.—The 
12th annual meeting of the Southwest Louisiana 
Graduate Medical Assembly will be held at the 
Majestic Hotel in Lake Charles Sept. 12-13. Speak- 
ers will include Drs. William A. Sodeman, Philadel- 
phia; Howard R. Mahorner, Isadore Dyer, Rudolph 
J. Muelling, and Richard E. L. Fowler, New Or- 
leans; and Thomas H. Blake, James D. Hardy, and 
John R. Snavely, Jackson, Miss. Dr. David Buttross 
Jr., 1620 Foster St., Lake Charles, La., is the assem- 
bly director. The assembly has the approval of the 
American Academy of General Practice for post- 
graduate credits. 


MICHIGAN 

State Medical Meeting in Detroit.—The 93rd annual 
session of the Michigan State Medical Society will 
be held Sept. 30-Oct. 3 at the Sheraton—Cadillac 
Hotel, Detroit. The president’s annual address will 
be given during the “officers night” proceedings by 
Dr. George W. Slagle, Battle Creek. Two panel dis- 
cussions, “Ulcerative Colitis and Ileitis in Children” 
and “Malabsorption Syndrome and Diarrhea,” will 
be moderated by Drs. James L. Wilson, Ann Arbor, 
and David J. Sandweiss, Detroit, respectively. The 
Andrew P. Biddle Lecture, “Functional Disorders 
of the Digestive Tract,” will be given by Dr. Henry 
L. Bockus, Philadelphia. Papers at the general ses- 
sions include the following by Canadian partici- 
pants: 
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The Infected Surgical Wound, Dr. Robert C. Harrison, 
Edmonton, Alberta. 

Ocular Aids in Diagnosis of Metabolic Disease, Dr. Alfred J. 
Elliot, Toronto, Ontario. 

Tympanoplasty, Dr. Joseph A. Sullivan, Toronto. 


Scientific exhibits are planned, and the “State So- 
ciety Night” will be held Oct. 2, 9:30 p. m. For 
information write Dr. L. Fernald Foster, 606 Town- 
send St., P. O. Box 539, Lansing, Mich., Secretary. 


MONTANA 

Annual State Meeting in Billings.—The 80th annual 
meeting of the Montana State Medical Association 
will be held Sept. 11-13 at the Shrine Auditorium, 
Billings. A panel discussion, “A New Look at Alco- 
holism” will be moderated by William G. Walter, 
Ph.D., professor of bacteriology, Montana State 
College, Bozeman. The program includes the fol- 
lowing guest speakers: Drs. Ross T. McIntire and 
Herbert E. Schmitz, Chicago; Arnold S. Jackson, 
Madison, Wis.; Evan L. Frederickson, Seattle; Har- 
old E. Harris, Cleveland; Claude F. Dixon, Roch- 
ester, Minn.; Frederick W. Hoffbauer and Joseph 
Jorgens, Minneapolis; and Cyril B. Courville, Los 
Angeles. Dr. John A. Layne, Great Falls, president 
of the association will present an address the after- 
noon of Sept. 11. At the annual banquet (7:30 p.m. 
Sept. 11) Dr. F. J. L. Blasingame, Executive Vice- 
President, American Medical Association, will pre- 
sent “Reorganization for Service.” Technical and 
educational exhibits and a ladies’ program are ar- 
ranged, and a motion picture, “Hypothyroidism,” is 
scheduled for the morning of Sept. 12. For informa- 
tion write Dr. Theodore R. Vye, Secretary-Treasur- 
er, Montana Medical Association, 412 N. Broadway, 
Billings. 


NEW JERSEY 

Death from Tetanus Reported.—The first death from 
tetanus in a human being in New Jersey in 1958 was 
reported from Newark recently. The victim was a 
22-year old woman who fell and cut her knee on a 
broken bottle. Six days later, rigidity of the jaw 
developed and a few days later she died. 


Personal.—The Board of Directors of Merck & Co., 
Inc., has elected Dr. Karl H. Beyer Jr. and Robert 
G. Denkewalter, Ph.D., as administrative vice- 
presidents of the Merck Sharp & Dohme Research 
Laboratories. In the newly created vice-presiden- 
tial posts, Drs. Beyer and Denkewalter will share 
over-all administrative responsibility for the organi- 
zation’s research programs.——Dr. Herbert L. Good- 
man, formerly assistant pathologist at the Bryn 
Mawr Hospital, Bryn Mawr, Pa., has been ap- 
pointed pathologist and director of the laboratory 
at the East Orange General Hospital. 
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NORTH CAROLINA 

Grant for Program of Development.—The Rocke- 
feller Foundation has granted $250,000 to the de- 
partment of medicine, University of North Carolina 
School of Medicine, Chapel Hill, for a five-year 
program of general development. Dr. Charles H. 
Burnett, chairman of the department, will direct 
the program, which will be concluded in 1963 and 
which will consist of three main parts: (1) further 
development of the general medical clinic in con- 
junction with the department of preventive medi- 
cine; (2) closer liaison and teaching with the basic 
medical sciences; (3) development of a foreign 
student exchange program, especially graduate 
medical students from the South American coun- 
tries. 


Personal.—Dr. Lenox D. Baker, Durham, Duke 
University orthopedic surgeon and president of the 
North Carolina Medical Society, has been appointed 
to the Medical Committee of President Eisenhow- 
ers Committee on Employment of the Physically 
Handicapped.——Dr. Charles H. Burnett, head, de- 
partment of medicine, University of North Carolina 
School of Medicine, has been appointed to serve 
through Sept. 30, 1962, on the National Advisory 
Arthritis and Metabolic Diseases Council.——Dr. 
Keith S. Grimson, professor of surgery at the Duke 
University Medical Center, Durham, was honored 
by the University of North Dakota Alumni Associa- 
tion June 7, when he received an Alumni Association 
Distinguished Service Citation. Earlier this year, 
Dr. Grimson received a 1958 Modern Medicine 
Distinguished Achievement award from the journal 
Modern Medicine. 


OHIO 

Dr. Selye to Lecture in Cincinnati.—Dr. Hans Selye, 
director, Institute of Experimental Medicine and 
Surgery, University of Montreal, will speak on “The 
Future of Medicinal Chemistry” at the dedication 
of The William S. Merrell Company's new Medic- 
inal Chemistry Laboratories, Cincinnati, Sept. 11. An 
academic lecture has been arranged also by Merrell 
and the University of Cincinnati College of Medi- 
cine. Dr. Selye will lecture on “The Chemical Pre- 
vention of Cardiac Necroses” at the Mont Reid 
Pavilion, Cincinnati General Hospital, 8:00 p. m., 
Sept. 10. 


OKLAHOMA 


Colloquy on Advances in Medicine.—The second 
Oklahoma Colloquy on Advances in Medicine will 
be held Nov. 12-15 at the University of Oklahoma 
School of Medicine, Oklahoma City. It will be de- 
voted to “Arthritis and Related Disorders” and is 
under the joint sponsorship of the department of 
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medicine, University of Oklahoma, the Division of 
Postgraduate Education; Geigy Pharmaceuticals; 
Wyeth Laboratories; The Upjohn Company; Pfizer 
Laboratories; and Schering Corporation. Twelve 
investigators will participate and present the results 
of original work from their laboratories. Among the 
guest speakers will be: Drs. Alfred Jay Bollet, De- 
troit; Richard H. Follis Jr., Washington, D. C.; 
Robert A. Good, Minneapolis; Alexander B. Gut- 
man, New York City; Ralph Heimer, Ph.D., New 
York City; Charles H. Slocumb, Rochester, Minn.; 
John H. Talbott, Buffalo, N. Y.; and Morris Ziff, 
New York City. Registration will be open to all 
physicians. Information may be obtained from the 
Division of Postgraduate Education, University of 
Oklahoma School of Medicine, Oklahoma City, 
Okla. 


TEXAS 
General Practice Meeting in San Antonio.—The 
Texas Academy of General Practice will hold its 
ninth annual assembly Sept. 21-24 in the Gunter 
Hotel, San Antonio. A symposium on abdominal 
pain will include the following: 
Abdominal Pain in Children, Dr. Sydney S. Gellis, Boston. 
Causes of Abdominal Pain, Dr. Sherman M. Mellinkoff, Los 
Angeles. 
Gastro-Duodenal Ulceration, Dr. Alton Ochsner, New 
Orleans. 
Other participants include Drs. Franklin G. 
Ebaugh, Denver; Homer B. Field, Blue Island, U1; 
Milton Helpern, New York City; Willis E. Brown, 
Little Rock, Ark.; John D. Porterfield, Washington, 
D. C.; and Philip Thorek, Chicago. Mr. Philip R. 
Overton will present “Legal Problems Confronting 
Physicians in Everyday Practice” the morning of 
Sept. 22. For information write the Texas Academy 
of General Practice, 1905 Lamar, Austin 5, Texas. 


VIRGINIA 

Dr. Woodward Commended for Safety Crusade.— 
Dr. Fletcher D. Woodward, of Charlottesville, for 
many years chairman of a department at the Uni- 
versity of Virginia medical school, has been award- 
ed the Allstate Safety Crusade Certificate of 
Commendation for his leadership in traffic safety. 
This certificate is given by the Allstate Insurance 
Companies to carefully selected individuals and 
groups for outstanding accident prevention efforts. 
The presentation was made recently in Washington, 
D. C., during a meeting of the Surgeon General's 
(Public Health Service) Accident Prevention Ad- 
visory Committee, of which Dr. Woodward is a 
member. Dr. Woodward has been crusading for 
highway safety since 1948 and since 1935 he has 
been chairman of the American Medical Associa- 
tion’s Committee on Medical Aspects of Automobile 
Injuries and Deaths. This committee has already 
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published a booklet of advice to the driver and is 
preparing another book intended as a guide to the 
physician in determining a person’s fitness to drive. 


WASHINGTON 

Annual State Meeting in Spokane.—The 69th an- 

nual convention of the Washington State Medical 

Association will be held at the Davenport Hotel, 

Spokane, Sept. 14-17. Five refresher courses will be 

conducted simultaneously the mornings of Sept. 16 

and 17. Scientific films will be shown the morning 

of Sept. 15. The general scientific sessions include 

the following papers by out-of-state speakers: 

Changing Concepts in the Treatment of Polyps of the Colon 
and Rectum, Dr. Walter A. Fansler, Minneapolis. 

Osteomyelitis—Diagnosis, Treatment and Complications, 
Dr. Robert A. Murray, Temple, Texas. 

Radiographic Signs of Mongoloidism During Early Infancy, 
Dr. John P. Caffey, New York City. 

Aneurysm of the Aorta, Dr. William S$. Middleton, Washing- 
ton, D.C. 

Remote Pain as an Aid in the Diagnosis of Abdominal Disease, 
Dr. Lucian A. Smith, Rochester, Minn. 

Renal Artery Disease in Hypertension, Dr. Eugene F. Pou- 
tasse, Cleveland. 

Scientific and technical exhibits are planned. For 

information write Dr. Frederick A. Tucker, Secre- 

tary-Treasurer, Washington State Medical Associa- 

tion, 1309 Seventh Ave., Seattle 1. 


WEST VIRGINIA 
Symposium on Gastroenterology in Huntington.— 
Sponsored by the Cabell County Medical Society, 
a symposium on gastroenterology will be held Sept. 
11 at the Hotel Prichard, Huntington. Panel dis- 
cussions with guest moderators are planned as 
follows: 
Gastrointestinal Bleeding, Dr. Seymour J. Gray, Harvard 
University, Boston. 
Jaundice, Dr. William B. Bean, University of lowa, Iowa City. 
Chronic Diarrhea, Dr. William G. Sauer, Mayo Clinic, Roch- 
ester, Minn. 


Other guest participants include Dr. Philip J. 
Hodes, University of Pennsylvania, Philadelphia, 
and Dr. Stanley O. Hoerr, Cleveland Clinic, Cleve- 
land. Exhibits are planned, and at the conclusion of 
the dinner hour a question-and-answer period will 
be conducted by Dr. Bean. For information write 
Dr. Rowland H. Burns, 1109 Sixth Ave., Hunting- 
ton, W. Va. 


Name Assistant Dean.—Dr. Clark K. Sleeth, of Mor- 
gantown, a member of the teaching staff of West 
Virginia University School of Medicine for the past 
23 years, has been named assistant dean of the 
school and will assist Dean Edward J. Van Liere in 
executing policies established by the faculty. Dr. 
Sleeth will continue as an associate professor of 
Medicine and will serve as a physician at the Uni- 
versity Health Service. 
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WISCONSIN 


Conference on Athletic Injuries.—A Conference on 
Athletic Injuries will be held in Milwaukee Nov. 7. 
High school coaches and administrators, athletic 
officials, physical education instructors, and physi- 
cians are invited. The faculty includes Dr. Stephen 
E. Reid, of Evanston, IIl., team physician for North- 
western University athletic teams, and Drs. Donald 
W. McCormick, Fond du Lac; Edgar S. Gordon, 
W. D. Stovall and Frank D. Bernard, Madison; 
Lloyd M. Simonson, Sheboygan; Francis J. Millen, 
Milwaukee, and Robert Krohn, of Black River Falls. 
Six hours of category II credit will be given for at- 
tendance to American Academy of General Practice 
members. Sponsor of the conference in the State 
Medical Society's Charitable, Educational and 
Scientific Foundation, cooperating with the Wiscon- 
sin State High School Coaches’ Association, the 
W. I. A. A., State Board of Health, Wisconsin 
Academy of General Practice, State Department of 
Public Instruction, Wisconsin Orthopedic Society, 
the Wisconsin Heart Association, and the medical 
society's Division on School Health. There will be 
no charge to registrants. For information write the 
State Medical Society of Wisconsin, 330 E. Lake- 
side St., Madison 5, Wis. 


GENERAL 


Nation’s Oldest Essay Contest.—The trustees of 
America’s oldest medical essay competition, the 


Caleb Fiske Prize of the Rhode Island Medical 
Society, announce as the subject for this year’s dis- 
sertation “Bronchogenic Carcinoma—Predisposing 
Causes.” The dissertation must be typewritten, dou- 
ble spaced, and should not exceed 10,000 words. A 
cash prize of $300 is offered. Essays must be sub- 
mitted by Dec. 31. For information write to the 
Secretary, Caleb Fiske Fund, Rhode Island Medi- 
cal Society, 106 Francis St., Providence 3, R. I. 


Seminar Cruise to the West Indies.—Ohio State 
University will sponsor a West Indies-South Amer- 
ica seminar cruise, sailing from Wilmington, N. C., 
Nov. 11 aboard the M/S Stockholm. The 15-day 
cruise will include visits to Havana, San Blas Is- 
lands, Cristobal, Curacao, La Guaira, St. Thomas, 
and San Juan. Over 30 topics are included in the 
proposed medical program, and the seminar con- 
stitutes 30 hours acceptable category I postgraduate 
requirements of the American Academy of General 
Practice. Dr. Noel P. Hudson, assistant dean of post- 
graduate medical education, is the program chair- 
man. For information write the Ohio State Univer- 
sity College of Medicine, Postgraduate Education, 
Columbus, Ohio. 


Fracture Association Meeting.—The 19th annual 
meeting of the American Fracture Association will 
be held Sept. 30-Oct. 2 at the Hotel Skirvin, Okla- 
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homa City, Okla. The meeting will be accepted for 
category II credit by the American Academy of 
General Practice, and the preceding postgraduate 
course, Sept. 29, is acceptable for category I. 
Twenty-five papers are scheduled on the regular 
program. Round-table discussions, scheduled for 
noon, Sept. 30, will include the following modera- 
tors: Drs. Duncan C. McKeever, Houston, Texas, 
president of the association; Charles M. Swindler, 
Ogden, Utah; Harold J. Meier, Coldwater, Mich.; 
J. Otto Lottes, St. Louis; and Walter T. Henderson, 
Richlands, Va. Exhibits and discussion periods are 
planned. A “Chuck-Wagon Dinner” will be held at 
“Frontier City,” Sept. 30. For information write Dr. 
Hermann W. Wellmerling, 610 Griesheim Building, 
Bloomington, 


Decline in Number of Marriages.—About 1,420,000 
marriages will be performed in the United States 
this year, the statisticians of the Metropolitan Life 
Insurance Company estimate. In the first quarter 
of 1958 marriages were 11.5% fewer than in the 
corresponding period of 1957; if the trend con- 
tinues, 1958 will record the smallest number of 
marriages in about two decades, the statisticians 
report. The slump in marriages began in the last 
four months of 1957. Up through August of last 
year, marriages in the U. S. totaled only 1% below 
the number in the like period of the year before. 
Since August, marriages in every region of the 
country have been substantially fewer than in the 
comparable months of 1956. Only eight states re- 
corded more marriages in the year 1957 than in 
1956. Moderate increases were reported in Okla- 
homa, Utah, Indiana, Florida, and West Virginia. 
The largest gains, somewhat over 5%, occurred in 
Colorado, Nevada, and California. 


Announce Awards for Research in Aging.—The Ciba 
Foundation, London, England, has announced that 
a panel has considered 62 papers from 19 countries 
for the Ciba Foundation’s awards for 1958 for re- 
search relevant to the problems of aging, and the 
following awards have been made (the names of 
leading authors only are given) to U. S. authors: 


Dr. Robert J. Boucek, Miami, for “The effect of tissue age 
and sex upon the metabolism of rat collagen,” £300. 

Laurence O. Pilgeram, Ph.D., Minneapolis, for “Deficiencies 
in the lipoprotein lipase system in atherosclerosis,” £ 200. 

Harry Sobel, Ph.D., Los Angeles, for “(a) Urinary steroids 
and the hexosamine-collagen ratio of dermal punches; 
(b) The influence of age upon the hexosamine collagen 
ration of dermal biopsies from men; (c) Lean-body-mass 
creatinine-coefficient deficit and urinary steroids,” £ 200. 


The awards are being offered for a fifth and final 
time in 1959, the closing date for entries being 
Jan. 10, 1959, and information may be obtained 
from the Ciba Foundation, 41 Portland Place, Lon- 
don, W. 1, England. 
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Fellowship for Study of Nutrition.—A research fel- 
lowship of one million francs is awarded every year 
by the French Nestlé Company to a physician who 
wishes to specialize in the field of nutrition. For the 
year 1958-1959 the panel of judges awarded the 
fellowship to Dr. André Frederich, Lyons. The 
1959-1960 fellowship will be awarded in the spring 
1959. Applicants are requested to send to the In- 
ternational Children’s Centre, Chateau de Long- 
champ, Bois de Boulogne, Paris XVI°: (a) a 
curriculum vitae setting forth their work on the 
biological and social problems connected with feed- 
ing or nutrition of infants and children; (b) an 
introduction letter from one of their Masters; (c) 
a description of the studies they wish to pursue. 
Applicants must have a sufficient command of the 
French language. At the end of the fellowship 
period, the fellow will be expected to send to the 
International Children’s Centre a scientific study on 
the subject which they will have studied during 
the year. 


Society News.—The officers of the American Proc- 
tologic Society for the year 1958-1959 are: president, 
Dr. Karl Zimmerman, Pittsburgh; president-elect, 
Dr. Hyrum R. Reichmann, Salt Lake City; vice- 
president, Dr. Patrick H. Hanley, New Orleans; 
secretary, Dr. Norman D. Nigro, Detroit; and treas- 
urer, Dr. Robert J. Rowe, Dallas, Texas.——The 
officers of the American Laryngological Association 
for 1958-1959 are: president, Dr. Fred W. Dixon, 
Cleveland; secretary, Dr. James H. Maxwell, Ann 
Arbor, Mich.; treasurer, Dr. Francis E. LeJeune, 
New Orleans; and editor, historian, and librarian, 
Dr. Edwin N. Broyles, Baltimore. The 80th annual 
meeting of the association will be held at The 
Homestead, Hot Springs, Va., March 8-9, 1959.—— 
The American Electroencephalographic Society has 
elected the following officers: president, Dr. 
Wladimir T. Liberson, Rocky Hill, Conn.; president- 
elect, Dr. Arthur A. Ward Jr., Seattle; treasurer, Dr. 
Isadore S. Zfass, Richmond, Va.; and secretary, Dr. 
Jerome K. Merlis, University Hospital, Baltimore 1. 


Announce Donner Fellowship Winners.—The Na- 
tional Academy of Sciences—National Research 
Council has announced the selection of nine scien- 
tists in the U. S. and Canada to be awarded the 
Donner Fellowship for medical research for the 
coming academic year. The fellowships were initi- 
ated in 1957 through the financial support and in- 
terest of the Donner Foundation of Philadelphia, 
established in 1932 in memory of Joseph Donner 
by his father, the late William H. Donner, president 
of Donner Steel Company, of Buffalo, until its sale 
to Republic Steel Corporation in 1929. Until 1949, 
the foundation’s charitable activities were devoted 
exclusively against cancer. Since 1949 the founda- 
tion has channeled a majority of its funds to three 
fields: awards to recognized medical groups or in- 
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stitutions for research on the causes of and therapy 
for the less-understood illnesses and diseases, sup- 
port for secondary education, and support of proj- 
ects designed to preserve “our American way of 


life.” 


Grants for Research in Nutrition.—Twenty medical 
and nutritional scientists have been awarded nearly 
$215,000 in grants-in-aid to continue or start new 
projects for study in the relationship between nu- 
trition and human health, raising to $5,000,000 the 
amount distributed among universities and medi- 
cal schools throughout the U. S., Canada, and Cen- 
tral America by the Nutrition Foundation since its 
founding 17 years ago. The foundation, organized 
by food and related manufacturers in December, 

1941, has as its basic purpose “the development of 

a comprehensive program of fundamental research, 

providing basic information in the science of nu- 

trition; and the support of educational measures 
that will assist in making the science of nutrition 
effective in the lives of present and future genera- 
tions.” The four largest grants-in-aid awarded were: 

Johns Hopkins University—Drs. David A. Turner and Albert 
I. Mendeloff to study the tate of dietary fats in animal and 
human nutrition; $28,000, 

University of Toronto—Dr. Charles H. Best to study the 
lipotropic factors: Choline, betaine, methionins, and ino- 
sitol; $20,000. 

Harvard University—Konrad E. Bloch, Ph.D., to study bio- 
logical synthesis of unsaturated fatty acids; $15,000. 

Washington University—Dr. Carl F. Cori to study the Mech- 
anism of carbohydrate reactions in animal tissue; $14,000. 


Meeting of Medical Writers—The 15th annual 
meeting of the American Medical Writers’ Associa- 
tion will be held at the Hotel Morrison, Chicago, 
Sept. 26, to be followed by a workshop on medical 
writing, Sept. 27. Speakers include Drs. John Z. 
Bowers, Madison, Wis., editor, Journal of Medical 
Education; Charles E. Lyght, Rahway, N. J., di- 
rector, medical publications, Merck, Sharp & Dohme 
Research Laboratories; Alton Ochsner, New Or- 
leans, professor of surgery, Tulane University; 
Austin Smith, Chicago, editor of THE JouRNAL; 
Karl A. Menninger, Topeka, Kan., chief of staff, 
Menninger Foundation. The workshop Sept. 27 
will be directed by Dr. Jacques P. Gray, visiting 
lecturer on medical writing of the AMWA assisted 
by Lois DeBakey, B.A., of Tulane University; Sel- 
ma DeBakey, B.A., of the Alton Ochsner Medical 
Foundation; Mildred H. Lysle, M.S., of the Cleve- 
land Clinic Foundation; and Dr. Richard H. Orr, 
San Francisco, director, Institute for Advancement 
of Medical Communications. The meeting is open 
to all persons interested in any phase of medical 
communications. There is no registration fee for 
the Sept. 26 meeting; there is a $5 registration fee 
for the workshop on Sept. 27 for nonmembers. For 
information write Dr. Harold Swanberg, Secretary, 
W. C. U. Bldg., Quincy, Ill. 
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Information Service for Southeast Physicians.—An 
information service, for physicians in North Caro- 
lina, South Carolina, and Virginia, is being launched 
which will feature a monthly booklet, entitled 
“What Goes On,” which will list all medical meet- 
ings, special lectures, postgraduate courses and 
other events of interest in the three-state area. Dis- 
tribution will be free to practicing physicians and 
medical faculty members. Dr. William M. Nichol- 
son, director of postgraduate medical education at 
the Duke University Medical Center, Durham, 
N. C., said the booklet will be prepared by the 
center, in cooperation with medical societies and 
schools in all three states. Financial sponsorship 
will come from the Lederle Laboratories Division 
of the American Cyanamid Co. at Pearl River, 
N. Y. The “What Goes On” office at Duke also will 
serve as a “clearing house” for medical activities 
in the area, Dr. Nicholson noted. Medical organiza- 
tions will be invited to check with the office before 
scheduling meetings, to avoid conflict of dates. The 
office will offer its services to visiting physicians. 
The first issue of “What Goes On” is tentatively 
scheduled for November. Other “What Goes On” 
publications are available for physicians in New 
England, New York, and Texas under Lederle 
auspices. 


Announce Radiology Research Grants and Fellow- 
ships.—On behalf of the James Picker Foundation, 
the National Academy of Sciences—National Re- 
search Council has announced the award of 10 
research grants, six fellowships, and one grant for 
a scholarship in radiological research for the com- 
ing academic year. These awards, totaling about 
$74,000, were made by the foundation on recom- 
mendation of the Committee on Radiology of the 
Academy-Research Council. The Picker Founda- 
tion, with the cooperation of the council, initiated 
its program of research grants and fellowships in 
1950 “to foster research and broaden the scope of 
radiology.” Including the present awards, research 
grants have been made for support of 39 investiga- 
tions over the eight-year period. These studies 
were conducted in 25 laboratories in the U. S., 
four in Canada, and seven institutions abroad. 
Three scholars in radiological research have been 
supported in universities in this country. Fellow- 
ships have been awarded to 15 young scientists to 
enable them to advance their preparation for in- 
vestigative careers; seven were citizens of foreign 
countries. Six of these studied in this country or 
Canada and two of the Americans have carried on 
their research in England and Sweden. Grants in 
radiological research for 1958-1959 have been made 
to the three foreign investigators. Fellowships in 
radiological research for the coming year included 
one foreign recipient, and a short-term extension 
has been granted to a foreign fellow. 
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Awards for Arthritis Fellowships.—The Arthritis 
and Rheumatism Foundation offers predoctoral, 
postdoctoral, and senior investigatorship awards in 
the fundamental sciences related to arthritis for 
work beginning July 1, 1959. Deadline for applica- 
tions is Oct. 31. The awards are intended as fellow- 
ships to advance the training of young men and 
women for an investigative or teaching career. 
(They are not in the nature of a grant-in-aid in 
support of a research project.) The program pro- 
vides for three awards: 


(1) Predoctoral Fellowships, limited to students who hold a 
bachelor’s degree; each applicant studying for an ad- 
vanced degree must be acceptable to the individual 
under whom the work will be done; fellowships are 
tenable for one year, with prospect of renewal; stipends 
range from $1,500 to $3,000 a year, depending upon 
family responsibilities. 

Postdoctoral Fellowships, limited to applicants with the 
degree of doctor of medicine, doctor of philosophy, or 
their equivalent; fellowships are tenable for one year, 
with prospect of renewal; stipends range from $4,000 to 
$6,000 a year. 

Senior Investigator Awards, made to candidates holding 
or eligible for a “faculty rank” (instructor or assistant 
professor) and who are sponsored by their institution; 
stipends are from $6,000 to $7,500 a year and are tenable 
for five years. 


A sum of $500 will be paid to cover the laboratory 
expenses of each postdoctoral fellow and _ senior 


investigator. An equal sum will be paid to cover the 
tuition expenses of each predoctoral fellow. For in- 
formation write the Medical Director, Arthritis and 
Rheumatism Foundation, 10 Columbus Circle, New 
York 19. 


Nominations for Medical Faculty Awards.—The 
Lederle Laboratories Division of the American 
Cyanamid Company has announced the sixth year 
of the Lederle Medical Faculty Awards for the 
academic year 1959-1960. The purpose of the 
awards is to assist persons working and contemplat- 
ing careers in the preclinical departments of medi- 
cal schools. Recipients must hold faculty rank in 
their medical schools and must have full privileges 
and responsibilities for teaching and research as 
regular members in the sponsoring department. 
Awards are of four types: (1) to supplement the 
salary of an individual to enable the department to 
retain him to perform teaching and research func- 
tions vital to the department; (2) to bring into 
the department a new person, not previously sup- 
ported either by the departmental budget or by 
research grants; (3) to continue the salary of an 
individual previously supported on research grants 
when those grants have terminated; (4) to offer an 
opportunity to an individual already experienced 
in teaching and research to devote his entire or 
major efforts to the teaching of clinical medicine 
and patient care as integrated with basic medical 
sciences. Awards will be made directly to a desig- 
nated medical school in the U. S. or Canada for a 
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term not exceeding three years. Nominations should 
be submitted to the Awards Committee through the 
office of the dean of the medical school and should 
be endorsed by him and the administrative head of 
the sponsoring department. Only one candidate 
from any school will be considered in any given 
year, The deadline for any nomination is Oct. 31. 
Address communications to Lederle Medical Facul- 
ty Awards, Office of the Secretary, Pearl River, 
N. Y. 


Prevalence of Poliomyelitis——According to the Na- 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 
Aug. 9, 1958 
Aug. 10, 
Paralytic Total 1957 


Area Type Cases Total 
New England Stxates 


New Hampshire 
Vermont 
Massachusetts 
Rhode Island . 
Connecticut 

Middle Atlantie States 
New York 
New Jersey 
Pennsylvania 

East North Central States 
Ohio 
Indiana 
Illinois 
Michigan 
Wiseonsin 

West North Central States 
Minnesota 


Missouri 

North Dakota 
South Dakot .... 
Nebraska 


Maryland 

District of Columbia .... 
Virginia . 

West Virginia 

North Carolina 

South Carolina .. 


Re 


Florida 
East South Central States 
Kentucky 
Tennessee 
Alabama 
Mississippi 
West South Central States 
Arkansas 
Oklahoma 


co 


Mountain States 
Montana 


Wyoming 
Colorado 
New Mexico 
Arizona 


Nevada 
Pacific States 
Washington 
Oregon 
California 
Territories and Possessions 
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Life Expectancy 20 Years Longer.—The average 
lifetime of the American people has leveled off in 
recent years, according to statisticians of the Metro- 
politan Life Insurance Company. The expectation 
of life at birth in the United States reached a peak 
of 69.6 years in 1954, dipped slightly to 69.5 in 
1955, and again equaled 69.6 in 1956. Mortality 
data indicate that the 1957 figure was somewhat 
lower than in the years immediately preceding, 
reportedly reflecting the effect of the influenza 
epidemic in the last quarter of the year. A com- 
parison of 1900 and 1956 life expectancy shows that 
the 1956 average exceeded by more than 20 years 
the figure at the turn of the century. According to 
1900 mortality conditions, 25% of the newborn 
would fail to reach their 25th birthday; now only 
5% are not likely to attain that age. Similarly, half 
the children born at the turn of the century could 
expect to survive to age 58; currently half the 
newborn can expect to reach age 73. In 1956 the 
expectation of life at birth for white females was 
73.7 years. For girls at age 5, 70.5 years of life re- 
main, about 60 years for those at age 16, and 50 
years for those at age 26. For white males, the 
average length of life in 1956 was 67.3 years, or 
6.4 years less than that for females. The difference 
lessens from 6 years at age 9, to 5 years at age 41, 
and to 4 years at age 56. The differences between 
the sexes around 1900 were less than three years 
at birth and only about one year at age 56. Among 
nonwhite persons, the expectation of life at birth 
in 1956 was 61.1 years for males and 65.9 years for 
females. The average length of life for the non- 
whites still lags considerable behind that for the 
whites. The difference amounts to as much as 7.8 
years among females and 6.2 years among males. 
Since 1900-02 the expectation of life has increased 
11.7 vears at age 5 and 8.5 years at age 25, the 
statisticians report. Currently, the expectation of 
life at age 65 is more than 14 years. 


Announce Grants for Bone Research.—Five grants 
for research on bone formation have been an- 
nounced by the Easter Seal Research Foundation. 
A sixth award will make possible a study of the 
educational needs of cerebral palsied children in 
the South. The awards, totaling $86,390 and in- 
cluding renewed support to five continuing proj- 
ects, are from funds raised during the annual Easter 
Seal campaign. The foundation, established by the 

National Society for Crippled Children and Adults, 

supports research dealing with causes and preven- 

tion of crippling conditions and improved rehabili- 
tation techniques. Awards went to the following 
institutions: 

Columbia University, College of Physicians and Surgeons, 
New York City, $15,985—“Basic Mechanisms of Bone 
Formation,” Dr. Charles A. L. Bassett, responsible in- 
vestigator. 
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University of North Carolina School of Medicine, Chapel 
Hill, two grants ($6,785 and $5,865) supporting studies 
of rickets and other diseases of the bone. 

University of Pittsburgh School of Medicine, $5,500—“The 
Relationships of Embryonic Oxygen Deficiency and the 
Development of Congenital Malformations,” Casimer T. 
Grabowski, Ph.D., responsible investigator. 

Medical College of Virginia, Richmond, $3,450—“The Patho- 
logic Physiology of Fracture Healing as Related to Cere- 
bral Cortical Stimulation,” Dr. Earnest B. Carpenter, re- 
sponsible investigator. 

Southern Regional Education Board, Atlanta, Ga., $9,950— 
“A Study of the Educational Needs of Cerebral Palsied 
Children in the Southern Region as Related to the Total 
Medical, Education, and Rehabilitative Program for These 
Children,” William C. Geer, responsible investigator. 


Receiving one-year renewal awards were: Uni- 
versity of California, Los Angeles ($10,000); Univer- 
sity of Mississippi Medical Center, Jackson ($6,000); 
New York (N. Y.) Medical College ($3,000); West- 
ern Reserve University School of Medicine, Cleve- 
land ($8,855); and University of Oklahoma School 
of Medicine, Oklahoma City. 


CORRECTIONS 

Dextran Sulfate —The Foreign Letter item entitled 
“Alopecia Due to Dextran” in THE JouRNAL, June 
21 issue, page 1029, should have been entitled 
“Alopecia Due to Dextran Sulfate.” Dextran, a plas- 
ma expander, is not related to dextran sulfate, the 
anticoagulant, and does not cause alopecia. 


Organized Home Care Programs.—In the Govern- 
ment Service item from the Public Health Service in 
THE JouRNAL, July 26, page 1651, entitled Organized 
Home Care Programs it was erroneously stated 
that Dr. William Stadel was Chairman of the Com- 
mittee on Chronic Illness of the American Medical 
Association. Dr. Stadel is Chairman of the Commit- 
tee on Chronic Illness of the American Hospital 
Association. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1959 examinations have been set 
for Feb. 17 and Sept. 22. Executive Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


Avaska:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


EXAMINATIONS AND LICENSURE 
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Cauirornia: Written Examination. Los Angeles, August 18- 
21; Sacramento, Oct. 20-23. Oral Examination. Los Angeles, 
August 16; San Francisco, November 15. Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
November 16. Sec., Dr. Louis E. Jones, 1020 N Street, 
Sacramento. 

Co.orapo: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 715 
Republic Bldg., Denver 2. 

District or Co_umsia:® Reciprocity. Washington, Septem- 
ber 8. Examination. Washington, Dec. 8-9. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., N. W., 
Washington 6. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 


Maine: Examination and Reciprocity. Portland, Nov. 12-14. 
Sec., Dr. Adam P. Leighton, 142 High St., Portland. 

New Hampsuire: Examination. Concord, Sept. 10-13. Reci- 
procity. Concord, Sept. 10. Sec., Dr. Mary M. Atchison, 
Room 101, 61 South Spring St., Concord. 

Montana: Examination and Reciprocity. Helena, Oct. 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 

Santa Fe. 

Onto: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 

Orecon:® Examination. Portland, Sept. 26-27. Ex. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 


Soutn Daxora:* Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Wisconsin: Examination. Madison, Sept. 19. Sec., Mr. Wil- 
liam H. Barber, 621 Ransom St., Ripon. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 6. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Aaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

ARKANSAS: Examination. Little Rock, Oct. 6-7. Sec., Dr. 
S. C. Dellinger, Zoology Department, University of Arkan- 
sas, Fayetteville. 

District or Cotumsia: Reciprocity. Washington, September 
8. Examination. Washington, Nov. 13-14, Deputy Director, 
Mr. Paul Foley, 1740 Massachusetts Ave., N. W., Washing- 
ton 6. 

Kansas: Examination and Reciprocity. Kansas City, Nov. 24- 
25. Sec., Dr. L. C. Heckert, Pittsburg. 

Micuican: Examination. Ann Arbor and Detroit, Oct. 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing 15. 

Ox.aHoMa: Examination and Reciprocity. Oklahoma City, 
Sept. 26-27. Sec., Dr. E. F. Lester, 813 Braniff Bldg., 
Oklahoma City. 

Texas: Examination. Oct. 13-14. Certificates issued by reci- 
procity and waiver on the first and fifteenth of each month. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 


Wisconsin: Examination. Madison, Sept. 19 and Milwaukee, 
Dec. 6. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


Personal.—Brig. Gen. Albert H. Schwichtenberg, 
surgeon of the Air Defense Command, retired in 
July. He has joined the Lovelace Foundation in 
Albuquerque, N. Mex., as head of aviation and 
space medicine. Col. Benjamin A. Strickland Jr., 
has been assigned as surgeon of the Air Defense 
Command, Ent Air Force Base, Colorado Springs, 
Colo. 

Col. Herbert Kerr has been assigned as chief of 
the Plans and Operations Division, Directorate of 
Plans and Hospitalization. He replaced Col. Joseph 
Nagle, who has been assigned as surgeon of the 
Twelfth Air Force at Waco, Texas. 

Col. Wallace E. Jarboe has replaced Col. William 
F. Shutt, M. S. C., U. S. A. F., as chief of the 
Operations Branch, Plans and Operations Division, 
Directorate of Plans and Hospitalization. Colonel 
Shutt has been assigned as chief of Plans and Hos- 
pitalization, Office of the Surgeon, Second Air 
Force, Barksdale Air Force Base, Louisiana. 


School of Aviation Medicine.—A bill authorizing 12 
million dollars for new School of Aviation Medi- 
cine research laboratories at Brooks Air Force Base 
was passed in Congress. The requested funds are 
earmarked for the construction of at least seven 
new buildings, including nuclear, biological, and 
toxicological laboratories; a special building for 
space medicine; a cellular physiology laboratory; 
an acceleration laboratory containing a centrifuge; 
and a combined library and professional building. 


ARMY 


Army Reduces Size and Frequency of Booster Shots. 
—Army Regulations (AR 40-562) distributed early 
in August modified the immunization program. The 
former typhoid-paratyphoid immunization practice 
called for a booster shot every three years. Now only 
two booster shots are given at four year intervals 
for those who remain within the continental United 
States, Canada, Alaska, and Hawaii. Further boost- 
ers are required only when the serviceman is going 
to travel to some other area of the world. Similarly, 
cholera and typhus vaccines are given only in prep- 
aration for travel to certain areas. Once a person 
has received his basic series of shots, this series 
need never be repeated. Even while the soldier is 
residing in the area designated for cholera-typhus 
immunization, booster shots are not needed unless 
there is a definite risk of infection. Vaccination for 
poliomyelitis is now mandatory for all personnel 
under age 40 before travel outside the continental 
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United States. Diphtheria toxoid is now combined 
with tetanus toxoid. Immunization requirements 
may be waived for personnel traveling under Armed 
Forces auspices to overseas areas on short trips, but 
waivers will not be granted for international quar- 
antine requirements, including those for reentry 
into the United States and its territories and pos- 
sessions. 


Personal.—Brig. Gen. Sam F. Seeley, chief of the 
Professional Division in the Office of the Army 
Surgeon General, retired July 31, after 31 years of 
service. He will become a professional associate of 
the National Research Council in Washington, D. C. 


VETERANS ADMINISTRATION 


Personal.—Dr. A. W. Kruger, formerly manager of 
the Brooklyn, N. Y., VA hospital, has resigned from 
the Veterans Administration to accept the post of 
consultant on health services to the National Com- 
mittee on Aging of the National Social Welfare As- 
sembly, 345 E. 46th St., New York City. 


PUBLIC HEALTH SERVICE 


Vaccination Against Asian Influenza.—The Public 
Health Service has recommended consideration 
influenza vaccination among groups wishing 
guard against absenteeism in their professions 
occupations and among those to whom the disease 
might be an added health risk. 

The PHS has pointed out that there are now 
ample supplies of influenza vaccine of the poly- 
valent type, containing immunizing material against 
the important strains of influenza, including the 
Asian strain, and that vaccination should be planned 
before the fall season begins. 

Surgeon General Leroy Burney said that while 
there is no indication at present of widespread 
attacks of influenza this fall and winter, there un- 
doubtedly will be some influenza, and vaccination 
is a prudent measure for certain groups and indi- 
viduals. He stressed that practicing physicians 
should be the judges of whether or not to vaccinate 
individuals. He said that groups which should be 
considered for vaccination include hospital stafts 
whose services are necessary to the care of the sick; 
groups of persons living in close proximity where in- 
fluenza could spread rapidly, such as institutions; 
industrial or service groups, big or small, in occupa- 
tions where the sudden absence of a sizable part 
of the force would create serious disruption of the 
work; and individual patients or groups who have 
a special risk, such as the aged, the chronically ill, 
the pregnant women. This special risk group, Dr. 
Burney said, should be the special area of con- 
sideration for the private physician. 
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DEATHS 


Ammann, Francis Xavier Jr., Los Angeles; College 
of Physicians and Surgeons, Los Angeles, 1912; an 
associate member of the American Medical Asso- 
ciation; chief surgeon of Southern California Edi- 
son Company until his retirement in 1950; fellow 
of the American College of Surgeons; veteran of 
World War I; served on the staff of the Good 
Samaritan Hospital; died July 10, aged 68, of com- 
plete heart block due to arteriosclerotic heart 
disease. 


Bennett, Francis Wayland, Longport, N. J.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1891; formerly practiced in Atlantic 
City, where he was associated with the Atlantic 
City Hospital; died July 20, aged 94. 


Blodgett, George Francis ® Captain, U. S. Navy, 
New Orleans; University of Arkansas School of 
Medicine, Little Rock, 1930; service member of 
the American Medical Association; entered the 
U. S. Navy in 1930; senior medical officer at the 
Algiers Naval Station; died July 9, aged 56, of myo- 
cardial infarction. 


Bove, Anthony Daniel, Philadelphia; Temple Uni- 
versity School of Medicine, Philadelphia, 1915; 
member of the staff of Methodist Hospital, where 
he died July 23, aged 66, of coronary thrombosis. 


Bowen, Wilbur Lorenzo @ Peoria, IIl.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1921; fellow of the American Col- 
lege of Surgeons; veteran of World War II; asso- 
ciated with the Methodist Hospital and St. Francis 
Hospital, where he was president of the staff; died 
July 5, aged 60, of coronary disease. 


Carruth, Roy Wathen ® Tupelo, Miss.; University 
of Louisville (Ky.) Medical Department, 1911; died 
July 23, aged 70. 


Chapman, Jeff Watson ® Walterboro, S. C.; born 
in Columbia Oct. 16, 1903; Medical College of 
South Carolina, Charleston, 1928; member of the 
American Academy of General Practice; for many 
years surgeon in charge of the Presbyterian Hos- 
pital in Bulape, Belgian Congo, Africa; served as 
secretary-treasurer of the Colleton County Medical 
Society; member of the advisory board of Selective 
Service during World War II; a trustee of the 
public schools of Walterboro, and of Presbyterian 
College in Clinton; formerly radiologist at Charles 
Es’Dorn Hospital; died in the Roper Hospital, 
Charleston, July 7, aged 54. 


@ Indicates Member of the American Medical Association. 


Chisholm, William Payne, Ashland, Ore.; Univer- 
sity of Oregon Medical School, Portland, 1927; 
veteran of World Wars I and II; formerly chief 
medical officer, Veterans Administration Domi- 
ciliary, Camp White; died July 4, aged 61. 


Colmore, Rupert McPherson ® Chattanooga, Tenn.; 
University of the South Medical Department, 
Sewanee, 1905; on the staff of the Erlanger Hos- 
pital; died July 9, aged 75. 


Cook, William Henry ® Ridgewood, N. Y.; Long 
Island College Hospital, Brooklyn, 1912; veteran 
of World War I; on the staff of the Wyckoff Heights 
Hospital in Brooklyn, where he died July 22, 
aged 69. 


Cottrell, Asher Raymond, Sebring, Fla.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1912; an 
affiliate fellow of the American Medical Associa- 
tion; served as a medical missionary in India and 
China; died July 13, aged 72, of a heart attack. 


Cox, Charles Leon, Memphis, Tenn.; Memphis 
(Tenn.) Hospital Medical College, 1912; died in the 
Methodist Hospital July 15, aged 70. 


Crane, Benjamin Franklin A., Saginaw, Mich.; 
Saginaw Valley Medical College, Saginaw, 1902; 
veteran of the Spanish-American War and World 
War I; served on the staff of the Michigan Vet- 
erans Facility Hospital in Grand Rapids; died 
in the Veterans Administration Hospital July 3, 
aged 82. 


Dakin, Robert Griffin ® Sandwich, IIl.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; past- 
president of the De Kalb County Medical Society; 
veteran of the Spanish-American War and World 
War I; associated with Horatio N. Woodward Me- 
morial Hospital; for many years served on the high 
school board; died July 1, aged 81, of broncho- 
pneumonia and chronic myocarditis. 


Dillon, Bert John, Waukon, Iowa; College of Phy- 
sicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1904; died July 
5, aged 78. 


Drescher, Edward Philip ® Berkeley, Calif.; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1940; specialist certified by the American 
Board of Ophthalmology; resigned from the U. S. 
Army in 1947; interned at San Francisco Hospital; 
formerly a fellow in ophthalmology at Mayo Foun- 
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dation in Rochester, Minn.; clinical instructor in 
ophthalmology at his alma mater; associated with 
Children’s Hospital of the East Bay in Oakland, 
Herrick Memorial Hospital, and the Alta Bates 
Hospital, where he died July 12, aged 43, of leu- 
kemia. 


Duffy, Joseph Benedict ® Centralia, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1935; served as a director and president of 
the First National Bank of Centralia before its 
merger with the Pennsylvania National Bank and 
Trust Company of Pottsville; chairman of the ad- 
visory board of the institution; died in the Jefferson 
Medical College Hospital, Philadelphia, July 4, 
aged 48. 


Duncan, William Stevenson ® Pittsburgh; born in 
Tarentum, Pa., April 14, 1920; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1945; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; fellow of the International 
College of Surgeons and the American College of 
Surgeons; interned at Presbyterian Hospital; served 
a residency at the Elizabeth Steel Magee Hospital, 
where he was a member of the staff, and the Pitts- 
burgh Medical Center; a first lieutenant in the U. S. 
Army, 1946-1947; clinical instructor in obstetrics at 
the University of Pittsburgh School of Medicine; 
associated with the Montefiore Hospital; consul- 


tant, obstetrics and gynecology, Allegheny Valley 
Hospital in Tarentum; died in Van Buren Bay, 
N. Y., July 7, aged 38, of coronary disease. 


Eagle, James Carr, Spencer, N. C.; Jefferson Med- 
ical College of Philadelphia, 1923; member of the 
American Academy of General Practice; past- 
president of the Rowan County Medical Society; 
for many years member and chairman of the school 
board; on the staff of the Rowan Memorial Hos- 
pital, Salisbury, where he died July 14, aged 59, of 
a heart attack. 


Emerson, Ralph Waldo Topeka, Kan.; University 
of Kansas School of Medicine, Kansas City, Kan., 
1921; veteran of World War I; past-president of the 
Shawnee County Medical Society; died in the 
Stormont Vail Hospital July 1, aged 65, of bron- 
chogenic, carcinoma. 


Englander, Charles ® Newark, N. J.; born in 
Newark Sept. 6, 1890; Medico-Chirurgical College 
of Philadelphia, 1916; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Psychosomatic Society, 
American Psychiatric Association, and the Associa- 
tion for Research in Nervous and Mental Disease; 
veteran of World War I; served on the staff of the 
Neurological Institute in New York City, Essex 
County Hospital for Contagious Diseases in Belle- 
ville, Newark City Hospital, and Newark Beth 
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Israel Hospital; consultant, Newark Eye and Ear 
Infirmary and the Irvington (N. J.) General Hos- 
pital; for many years chief pathologist, Essex 
County Overlook Hospital in Cedar Grove, where 
he died July 14, aged 67, of coronary disease. 


Eschelbacher, Leo Joachim ® Mount Vernon, Ill; 
Universitit Basel Medizinische Fakultat, Switzer- 
land, 1936; died in the Barnes Hospital, St. Louis, 
July 9, aged 47, of viral hepatitis. 


Evans, David Phillip ® East Orange, N. J.; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1926; member of the American Academy 
of Pediatrics; veteran of World War II; chief of 
the pediatric department at Orange (N. J.) Me- 
morial Hospital, where he died July 13, aged 59, 
of acute coronary occlusion. 


Eubanks, John Edward ® East St. Louis, IIl.; Uni- 
versity of Illinois College of Medicine, Chicago, 
1927; veteran of World War I; associated with St. 
Mary’s Hospital in East St. Louis and Homer G. 
Phillips Hospital and St. Mary’s Infirmary in St. 
Louis, where he died July 2, aged 62, of empyema, 
pulmonary infarction, and arteriosclerotic heart 
disease. 


Fawcett, Charles Emerson, Dormont, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1909; an as- 
sociate member of the American Medical Associa- 
tion; died July 11, aged 73. 


Feasler, Charles Herbert, Beverly Hills, Calif.; 
Illinois Medical College, Chicago, 1905; member 
of the American Psychiatric Association; died in 
St. John’s Hospital, Santa Monica, June 8, aged 77. 


Fischer, Morris, Brooklyn; Long Island College 
Hospital, Brooklyn, 1921; on the staff of the Madi- 
son Park Hospital of Adelphi College; died in the 
Jewish Hospital June 15, aged 61, of carcinoma of 
the stomach with cerebral and spinal metastases. 


Foster, Wilmot Coyne ™ Portland, Ore.; born in 
Sheridan June 21, 1893; University of Oregon 
Medical School, Portland, 1920; fellow of the 
American College of Surgeons; for four years fel- 
low in surgery at the Mayo Clinic, Rochester, 
Minn., where he was made first assistant in the 
department of surgical anatomy; served as presi- 
dent and secretary-treasurer of the Board of Med- 
ical Examiners of the state of Oregon, of which he 
was a member since 1944; elected to the executive 
committee of the Federation of State Medical 
Boards in 1957; at one time on the faculty of his 
alma mater; chairman of the medical department 
of Selective Service System during World War I); 
chief surgeon for the Portland Gas and Coke Com- 
pany; surgical consultant for the American Can 
Company; member of the medical staff of St. Vin- 
cent Hospital, where he served as chief of staff in 
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1952 and chief of surgery 1954-1955; member of 
the medical staffs of Providence, Physicians and 
Surgeons, and Emanuel hospitals; died July 4, 
aged 65. 


Frey, Jesse Jacob ® Nashville, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1901; 
past-president of the Nashville Society of Oph- 
thalmology and Otolaryngology; associated with 
the Nashville General Hospital; died July 3, 
aged 81. 


Frisch, Felix “ Trenton, N. J.; Medizinische Fa- 
kultat der Universitat, Vienna, Austria, 1905; on 
the staff of the McKinley Hospital, where he died 
July 5, aged 78, of myocardial infarction, and coro- 
nary occlusion. 


Goodman, Samuel “ New York City; Fordham 
University School of Medicine, New York City, 
1918; died in Mount Sinai Hospital July 12, aged 66. 


Grove, Thomas Leon “ Saluda, Va.; Medical Col- 
lege of Virginia, Richmond, 1939; veteran of World 
War II; county medical examiner; died July 2, 


aged 43. 


Haggart, Harry Humphrey © Cincinnati; Johns 
Hopkins University School of Medicine, Baltimore, 
1921; specialist certified by the American Board of 
Otolaryngology; member of the American Society 
of Plastic and Reconstructive Surgery and the 
American Academy of Ophthalmology and Oto- 
laryngology; on the staffs of the Children’s and 
Christ hospitals; died July 13, aged 66. 

Helbing, Harry Hugh ™ St. Louis; American Med- 
ical College, St. Louis, 1895; Homeopathic Medical 
College of Missouri, St. Louis, 1901; served on the 
staffs of the Evangelical Deaconess Hospital and 
the St. Louis City Hospital; died July 4, aged 89, 
of paralysis agitans. 

Henry, John Philips ® Memphis, Tenn.; University 
of Tennessee College of Medicine, Memphis, 1917; 
associate professor of medicine at his alma mater; 
member of the American College of Allergists; fel- 
low of the American College of Physicians; veteran 
of World War I; on the staffs of Baptist Memorial 
and John Gaston hospitals; died July 4, aged 65, of 
massive gastric hemorrhage. 


Herrington, Lee Richard Sr., New Salem, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1897; served as county coroner; died in the Union- 
town (Pa.) Hospital June 26, aged 90. 


Hillyer, Ernest Elwood, Staten Island, N. Y.; Long 
Island College Hospital, Brooklyn, 1898; an asso- 
ciate member of the American Medical Association; 
died in Staten Island Hospital July 5, aged 90, of 
coronary arteriosclerosis. 
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Hitt, Ashby J., Tower Hill, Ill.; National Normal 
University College of Medicine, Lebanon, Ohio, 
1893; died in the Huber Memorial Hospital, Pana, 
June 20, aged 95. 


Hogshead, J. McChesney ® Chattanooga, Tenn.; 
University College of Medicine, Richmond, 1903; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; died July 13, aged 82. 


Hollingsworth, Samuel Glen ® Bradenton, Fla.; 
Hering Medical College, Chicago, 1897; past- 
president of the Florida State Board of Medical 
Examiners, of which he was a member for many 
vears; formerly school physician; died July 135, 
aged 87, of bronchopneumonia. 


Hopkins, John Rolph ® Denver; University of To- 
ronto Faculty of Medicine, Toronto, Ontario, Can- 
ada, 1893; L.R.C.P., Edinburgh, Scotland, 1893; 
for many years on the staff of St. Anthony’s and St. 
Joseph’s hospitals; died June 11, aged 87, of coro- 
nary thrombosis. 


Jones, Garnett ® St. Clair, Mo.; Barnes Medical 
College, St. Louis, 1907; past-president of St. Louis 
County Medical Society; died in the Evangelical 
Deaconess Hospital in St. Louis, June 30, aged 91, 
of pneumonia. 


Joyce, William Michael © Middletown, Conn.; 
Jefferson Medical College of Philadelphia, 1917; 
specialist certified by the American Board of Oto- 
laryngology; fellow of the American College of 
Surgeons; veteran of World Wars I and II; asso- 
ciated with Connecticut State hospital and the 
Middlesex Memorial Hospital; died July 1, aged 65. 
Karen, Benjamin ® New York City; University and 
Bellevue Hospital Medical College, New York City, 
1924; served as secretary of the Bronx County 
Medical Society; associated with Morrisania Hos- 
pital and the Bronx Hospital, where he died July 
1, aged 58, of aortic insufficiency, and pulmonary 
infarction. 


Kelley, Catherine Rose, New York City; Tufts Col- 
lege Medical School, Boston, 1909; specialist certi- 
fied by the American Board of Internal Medicine; 
an associate member of the American Medical As- 
sociation; served on the staffs of the Bellevue, Doc- 
tors, and Misericordia hospitals; died in Nashua, 
N. H., July 14, aged 82, of cerebrovascular throm- 
bosis. 

Kirk, Albert Wellington ® Berkeley, Calif.; College 
of Physicians and Surgeons of San Francisco, 1900; 
died July 5, aged 88. 

Labensky, Alfred ® New London, Conn.; Yale 
University School of Medicine, New Haven, 1921; 
specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College 
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of Physicians; past-president and secretary of the 
New London County Medical Society; associated 
with Lawrence and Memorial Associated Hos- 
pitals; consulting physician, Norwich (Conn.) State 
Hospital and the Seaside in Waterford; died July 
7, aged 66. 


Lange, Horst ® Seaford, N. Y.; Friedrich-Wil- 
helms—Universitat Medizinische Fakultat, Berlin, 
Prussia, 1927; member of the American Trudeau 
Society and the American Academy of General 
Practice; died June 15, aged 56, of cardiovascular 
accident. 


Lassen, Fritz ® Pueblo, Colo.; Ludwig—Maxi- 
milians—Universitait Medizinische Fakultaét, Miin- 
chen, Bavaria, Germany, 1903; specialist certified 
by the American Board of Otolaryngology; mem- 
ber of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American Col- 
lege of Surgeons; co-founder of the Parkview 
Episcopal Hospital; died June 30, aged 82, of 
coronary occlusion. 


Lederman, Edward Isadore ® Baltimore; Univer- 
sity of Cincinnati College of Medicine, 1941; spe- 
cialist certified by the American Board of Anes- 
thesiology; member of the American Society of 
Anesthesiologists; veteran of World War II and 
was awarded the Silver Star, two Bronze Stars and 
Combat Medical Badge; associated with Sinai and 
Provident hospitals; died June 7, aged 44, of myo- 
cardial infarction. 


Leedy, Gladys June ™ Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1948; 
served on the staff of the Central State Hospital; 
on the staff of the regional Veterans Administration 
office; found dead June 30, aged 39. 


Leigh, Horace ® Yonkers, N. Y.; Queen’s Univer- 
sity Faculty of Medicine, Kingston, Onta.io, Can- 
ada, 1935; veteran of World War II; member of 
the American Society of Anesthesiologists; asso- 
ciated with St. Agnes Hospital in White Plains, 
Grasslands Hospital in Valhalla, and St. Luke’s 
Hospital in New York City; died July 8, aged 52, 
of heart disease. 


Leinoff, Harry David ® New York City; New York 
Homeopathic Medical College and Flower Hos- 
pital, New York City, 1927; associate professor of 
medicine at New York Medical College, Flower 
and Fifth Avenue Hospital; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; veteran of 
World War II; associated with Flower and Fifth 
Avenue Hospitals, Metropolitan, and Bird S. Coler 
Memorial hospitals; died July 21, aged 53. 


Leith, Leroy Rhodes, Exeter, Mo.; College of Phy- 
sicians and Surgeons, Baltimore, 1893; died May 
21, aged 88. 
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Lund, Henry Joseph, Monterey, Calif.; Washington 
University School of Medicine, St. Louis, 1924; 
veteran of World War I; died in the Monterey 
(Calif.) Hospital July 2, aged 61. 


McClellan, George Sterling © Pompano Beach, 
Fla.; Georgia College of Eclectic Medicine and 
Surgery, Atlanta, 1912; charter member and past- 
president of the Broward County Medical Society; 
a former member of the state board of medical 
examiners; served in France during World War I; 
associated with the North Broward General Hos- 
pital in Fort Lauderdale; died in the Holy Cross 
Hospital, Fort Lauderdale, June 23, aged 67, of 
pulmonary edema due to myocardial infarction due 
to arteriosclerotic heart disease. 


McCue, Francis Joseph, Hudson, Mich.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1903; died in the Thorn Memorial 
Hospital June 8, aged 81. 


McTague, William Francis, New York City; Jeffer- 
son Medical College of Philadelphia, 1917; veteran 
of World War I; formerly associated with the Ellis 
Island immigration station, U. S. Public Health 
Service; on the staffs of Fordham and St. Elizabeths 
hospitals; died in the Veterans Administration Hos- 
pital July 7, aged 68. 


Maloney, Thomas William, Detroit; Albany (N. Y.) 
Medical College, 1911; served as president of the 
Lake Keuka Medical and Surgical Association; vet- 
eran of World Wars I and II; associated with the 
Veterans Administration; died July 4, aged 73, of 
left ventricular failure, myocardial infarction, and 
arteriosclerotic heart disease. 


Mann, Joseph Lee ® Lieut. Colonel, M. C., U. S. 
Air Force, Hampton, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1938; 
member of the Industrial Medical Association; in- 
terned at Norfolk General Hospital in Norfolk, Va.; 
veteran of World War II; died in the U. S. Air 
Force Hospital, Langley Air Force Base, March 19, 
aged 43, of metastatic bronchogenic carcinoma. 


Martin, Albert J. ® East Prairie, Mo.; Beaumont 
Hospital Medical College, St. Louis, 1896; died 
July 3, aged 87, of a heart attack. 


Milos, James Leopold ® Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1931; served on 
the staff of St. Francis Hospital in Blue Island; 
died July 18, aged 52, of coronary occlusion. 


Nielsen, Edwin Bjorne ® Boston; Harvard Medical 
School, Boston, 1899; died July 3, aged 81. 


Pennell, Melvin Thomas ® Alton, IIl.; St. Louis 
University School of Medicine, 1941; interned, U. S. 
Marine Hospital, Boston; served a residency at St. 
Mary's Group of Hospitals, St. Louis; specialist 
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certified by the American Board of Obstetrics and 
Gynecology; served on the faculty of his alma 
mater; veteran of World War II; on the staffs of 
the Alton Memorial Hospital and St. Joseph Hos- 
pital, where he died July 5, aged 42, of spongio- 
blastoma. 


Pentel, Louis Simon % West New York, N. J.; 
Baylor University College of Medicine, Dallas, 
1925; died in the North Hudson Hospital July 1, 
aged 61. 


Perelman, Julius Samuel ® West Orange, N. J.; 
University of Vermont College of Medicine, Burl- 
ington, 1935; died in Honolulu, Hawaii, July 11, 
aged 48. 


Perkins, Roscoe Livingstone, Royal Oak, Md.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1907; an associate member of the 
American Medical Association; veteran of World 
War I; formerly practiced in Harrisburg, Pa.; died 
June 27, aged 79. 


Poindexter, Frank Wilmore ® Newport News, Va.; 
Medical College of Virginia, Richmond, 1913; spe- 
cialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; on the staffs of the 
Riverside and Mary Immaculate hospitals; died 
July 4, aged 70, of coronary thrombosis. 


Pratt, Roscoe Wellington, Park Ridge, Ill.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1911; re- 
tired member of the medical board of the New 
York Life Insurance Company in New York City; 
died in McHenry July 15, aged 68, of carcinoma 
of the right lung. 


Ransbottom, Irah James, Coldwater, Ohio; Cin- 
cinnati College of Medicine and Surgery, 1892; 
veteran of World War I and the Spanish-American 
War; died in the Gibbons Hospital, Celina, June 
20, aged 88. 


Reed, Theodore Byington ® Wilton, Conn.; Cornell 
University Medical College, New York City, 1916; 
veteran of World War I; formerly practiced in New 
York City, where he was on the faculty of Co- 
lumbia University College of Physicians and Sur- 
geons; member of the Medical Society of the State 
of New York; served on the staff of the New York 
Nursery and Child’s Hospital in New York City; 
died July 2, aged 69. 


Reinders, Otto W., Riverside, Conn.; Washington 
University School of Medicine, St. Louis, 1891; 
died in Stamford May 7, aged 91, of arterio- 
sclerotic heart disease. 


Rozentals, Peteris Voldemars, Louisville, Ky.; 
Latvijas Universitate Medicinas Fakultate, Riga, 
Latvia, 1929; on the staff of Hazelwood Sanatorium, 
where he died May 20, aged 54, of carcinomatosis. 


Rubin, Isidor Clinton ® New York City; born in 
1883; Columbia University College of Physicians 
and Surgeons, New York City, 1905; specialist cer- 
tified by the American Board of Obstetrics and 
Gynecology; member of the American Association 
of Obstetricians and Gynecologists and the Amer- 
ican Gynecological Society, of which he was past- 
president; fellow of the American College of Sur- 
geons and the International College of Surgeons; 
in 1941 received a Certificate of Merit from the 
American Medical Association for a scientific ex- 
hibit illustrating diagnosis of impaired tubal func- 
tion by kymographic uterotubal insufflation and 
soluble viscous contrast medium; formerly clinical 
professor of obstetrics and gynecology at his aima 
mater and the New York University College of 
Medicine; on the staffs of the Mount Sinai, Beth 
Israel, Harlem, and Montefiore hospitals; developed 
the Rubin Test; an officer of the French Legion of 
Honor; author of books on his specialty; on the 
editorial board of Fertility and Sterility; died in 
London, England, July 10, aged 75, of coronary 
sclerosis and hypertensive heart disease. 


Sheets, Cecil Clarence ® Paulsboro, N. J.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1923; died May 26, aged 57, of acute 
coronary occlusion. 


Snow, Bruce ® Manchester, N. H.; Harvard Med- 
ical School, Boston, 1919; member of the American 
Academy of General Practice and served as director 
of the New Hampshire branch; associated with the 
Elliot Hospital; died July 1, aged 63, of cancer. 


Weinstein, David ® Opelousas, La.; Tulane Uni- 
versity School of Medicine, New Orleans, 1943; 
served on the faculty of his alma mater; veteran of 
World War II and was awarded the Silver and 
Bronze Stars for bravery at Iwo Jima; past-president 
of the Rotary Club in Opelousas and St. Landry 
Parish Medical Society; member of the board of 
directors of St. Landry Bank and Trust Company; 
died in the Touro Infirmary, New Orleans, June 
29, aged 40, of metastatic carcinoma of the stomach. 


Woodall, John L., Lavinia, Tenn.; (licensed in 
Tennessee in 1889); died May 26, aged 88. 


Woodman, James Brown ® Franklin, N. H.; Dart- 
mouth Medical School, Hanover, 1903; fellow of 
the American College of Surgeons; veteran of 
World War I; served on the city council and board 
of education; vice-president of the Franklin Sav- 
ings Bank; associated with the Franklin Hospital, 
where he died June 28, aged 79, of acute coronary 
thrombosis. 
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FOREIGN LETTERS 


BRAZIL 


Pulmonary Cavitation.—The problem presented by 
the tuberculous pulmonary cavity is apparently be- 
coming aggravated by the wide use of antibiotics 
and chemotherapy. Dr. Radyr de Queiroz and co- 
workers of the Sa~ Paulo State University presented 
to the Associaga. raulista de Medicina a series of 14 
such patients, for 6 of whom resection had been per- 
formed. When sputum smears, cultures, and guinea 
pig inoculations are repeatedly negative for Myco- 
bacterium tuberculosis and x-ray examination re- 
veals the persistance of the cavity, it may be con- 
cluded that the cavity is undergoing open healing 
or is already healed. We may make a diagnosis of 
cystic cavitation only when, by serial x-ray exami- 
nations, it is possible to recognize the cavity in the 
beginning of the treatment and at the different 
stages of the healing. A cystic cavity should not 
be confused with bubbles of emphysema which are 
found in nonspecific pneumopathies as well as in 
tuberculosis. The pulmonary tissue around the cystic 
cavity may be free from tubercles or present ex- 
tensive tuberculous changes. The diagnosis of open 
healing of the tuberculous cavity can be made only 
after a long observation. Besides the risk of reac- 
tivation of the tuberculous infection, the cystic 
cavity may be complicated by hemorrhage, sup- 
puration, and functional disturbances. Considering 
all these factors, it is advisable, if possible, to resect 
the lesion. 

Cystic cavities may be one to several centimeters 
in diameter and may even reach the size of a whole 
lobe. As a rule, these cavities are spherical but they 
may be tortuous. Their walls are generally thin, 
but may be partially thickened at points where they 
adhere to precavitary fibrous tissue. Their internal 
lining is smooth and shiny like a serous membrane. 
The cavities are empty, although occasionally they 
contain small yellow fibrinous clots or even caseous 
matter. Histologically, there is a complete altera- 
tion of the structure of the cavity, the wall con- 
sisting of collagen fibers with a variable number of 
fibroblasts and scant vascularization. The drainage 
bronchus is patent and its mucosa is practically 
normal. 


Inoperable Cancer of Uterine Cervix.—Dr. A. S. 
Pereira and co-workers (O hospital, vol. 53, June, 
1958) stated that in the course of inoperable can- 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


cer of the cervix uteri there is a phase of pain in 
relation to the autonomic nervous system and an- 
other phase in which pain is provoked by stimula- 
tion of afferent pathways of the central nervous 
system. Accordingly, two types of operative treat- 
ment may be used. The authors performed ab- 
dominopelvic sympathectomies (resection of the 
hypogastric nerve, aortic plexus, lumbar sympa- 
thetic chains, and plexus of the iliac arteries and of 
the inferior mesenteric artery) with complete 
relief of pain. These patients continued without 
pain as long as the cancer was limited to structures 
innervated by the autonomic nervous system, but 
when it invaded structures innervated by the 
central nervous system the pain reappeared. The 
best results were obtained when the tumor was 
irradiated postoperatively. In patients with inoper- 
able cancer of the cervix uteri suffering from 
intractable hypogastric and lumbosacral pain radi- 
ating to the lower extremities, bilateral cervical 
cordotomy was performed at levels between the 
first and third cervical vertebras, with complete 
relief of pain. Temporary urinary retention was 
observed, but this disappeared entirely in a few 
days. 


Midline Episiotomy.—Dr. L. C. da Costa (Revista 
de ginecologia e dobstetricia 52:153, 1958) per- 
formed a midline episiotomy on 500 patients of 
whom 311 were primiparas. In 66 the delivery was 
performed by forceps, and in 6 there was breech 
presentation. Six of the patients gave birth to twins. 
Of the 506 infants, 19 were premature, 60 weighed 
more than 3,500 Gm. (7.7 lb.), and 13 weighed 
more than 4,000 Gm. (8.8 Ib.). Episiotomy is the 
most frequent obstetrical operation. In about half 
of the patients in this series the wound was re- 
paired by means of an intradermal suture. The au- 
thor avoided the midline incision in women with 
a short perineum or when difficulties were antici- 
pated from midforceps delivery, breech extraction, 
unfavorable subpubic arc, or large fetus. Local or 
caudal anesthesia was used for all patients. No 
postoperative incontinence or feces or rectovaginal 
fistula was observed. Midline episiotomy should be 
performed only by sufficiently trained surgeons in 
selected cases. 


Trypanosomiasis.—Dr. S. B. Gongalves, (O hospital 
53:799, 1958) stated that Trypanosoma cruzi pro- 
duces in the host allergic lesions such as interstitial 
myocarditis which may be reproduced experimen- 
tally by inoculation with dead trypanosomes. T. 
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cruzi undergoes a metabolic cycle in which pro- 
tease, histidinedecarboxylase, and histaminase, me- 
tabolites derived from histamine, are produced and 
used by the trypanosomes in their development. In 
this cycle, the glycogen deposited in the muscle 
plays an important role, favoring the digestion of 
proteins. Substances that inhibit the action of hista- 
mines, such as isoniazid, chlortetracycline, and oxy- 
tetracycline, aggravate the infection produced by 
T. cruzi. Substances that increase glycogen deposit, 
such as cortisone and hydrocortisone, similarly ag- 
gravate the infection. Certain hypoglycemic sub- 
stances, suramin and various diamidines, possess a 
trypanosomicide action for the African trypano- 
somas, more adapted to the parasitic life than T. 
cruzi and therefore more sensitive to the antimet- 
abolic action of these drugs. The author observed 
that carbutamide exercised a marked influence, de- 
creasing the extent of interstitial myocarditis pro- 
duced by T. cruzi in mice. 


Brazilian Trypanosomiasis.—Dr. P. F. Pereira and 
co-workers (Revista Goiana de Medicina, vol. 4, 
Jan.-March, 1958) showed that in the hypertrophic 
phase of megaesophagus in patients with Brazilian 
trypanosomiasis the absolute number of muscle 
fibers is increased to almost six times the normal. 
Thus the so-called hypertrophy of the muscle fibers 
represents hyperplasia as well as hypertrophy. 


CANADA 


Congress of Obstetrics and Gynecology.—The Sec- 
ond World Congress of Obstetrics and Gynecology, 
arranged by the International Federation of Gyne- 
cology and Obstetrics, was held in Montreal in 
June. In a conference on toxemias of pregnancy, 
Toppozada of Egypt outlined work showing the 
existence of placental toxin, present in toxemic 
pregnancy and inhibited in normal pregnancy. He 
had used injections of amniotic fluid from normal 
women to treat patients with eclampsia and pre- 
eclampsia with favorable results. Kotasek of Prague 
noted that in toxemia values in the blood for anti- 
diuretic hormone rose with the severity of the dis- 
ease. McCall of New Orleans condemned intra- 
venous administration of barbiturates, preferring to 
rely on sedation with 50% magnesium sulfate intra- 
muscularly plus hydralazine and veratrum viride. 
Rodriguez-Lopez of Montevideo gave 10 cc. of 1% 
procaine intravenously to patients with severe tox- 
emia. In a conference on anemia of pregnancy 
Lowenstein of Montreal showed the difficulty of 
defining normal blood values in pregnancy. Llew- 
ellyn-Jones of Malaya reported values regarded as 
normal in Malayan pregnant women which would 
be abnormal in the West. Any hemoglobin value 
down to 6.5 Gm.% was considered normal. Below 
this level 25% had megaloblastic anemia and the 
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rest had iron deficiency anemia. Green-Armytage 
of London stated that blood transfusion was dan- 
gerous and that he used it only as a last resort for 
anemia in pregnant women. In such patients he 
gave only 350 cc. at a time. 

Three approaches to phlebitis were described. 
Shute of London, Ontario, treated chronic phlebitis 
with 800 to 2,000 units of alpha-tocopherol daily. 
Chalmers of Worcester, England, in treating post- 
operative and puerperal phlebitis used paraverte- 
bral block and also found a new sympathicolytic 
agent PH203 (a combination of Panthesin and 
Hydergin) promising. Braden of New Orleans ad- 
vocated phenylbutazone in patients with superficial 
phlebitis. Another use for phenylbutazone was de- 
scribed by Black of Winnipeg who gave 100 mg. 
three times a day for several days for dysmenorrhea. 
Fitzgerald of England noted that the diagnostic 
signs of air embolism in the third stage of labor 
were hyperpnea, extreme pallor in the limbs, and 
a degree of shock out of proportion to blood loss. 
Gavel of France used a combination of dibucaine 
and thiopental intraspinally for difficult cesarean 
sections. Hobbs of Vancouver recommended pro- 
methazine with meperidine for safe and effective 
sedation in labor. For stress incontinence, Mulvany 
of Pawtucket, R. L, used various types of vesi- 
courethrolysis, and Taleghany of Persia used a 
modified Marshall urethrocystopexy with a Foley 
catheter in the bladder. Chalmers of England also 
used urethrocystopexy with a high degree of suc- 
cess but preferred an ordinary rubber catheter to 
Foley’s type in the bladder. Jeffcoate of Liverpool 
believed that there was probably a place for 
urethrocystopexy and sling operations in patients 
with stress incontinence with little to choose be- 
tween them, though the relapse rate after the latter 
operation is lower. He had a 90% success rate for 
his whole series. 

In a discussion on psychoprophylaxis of labor, 
the method based on Pavlovian principles first in- 
troduced in Russia and the method known as 
natural childbirth in use in the United Kingdom 
and the United States were found to be similar in 
principle. No one disputed the need for educating 
the pregnant woman, but there was some doubt 
whether antenatal preparation modified the course 
of labor. De Watteville of Geneva described his 
studies of pregnandiol excretion which suggested 
that the onset of uterine contractions in abortion 
was not related to luteal deficiency and that pro- 
gesterone treatment of the condition was therefore 
useless. Fortin of Montreal discussed premenstrual 
tension, noting that while fluid retention played a 
part in symptoms emotional factors were even more 
significant. He believed psychotherapy might help. 
At a conference on uterine inertia, oxytocin given 
by continuous intravenous drip was recommended 
for simple inertia, but the care of incoordinated 
uterine action was believed to present a more dif_i- 
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cult problem. It was doubtful whether oxytocin 
could change this into coordinated action, though 
rupture of the membranes might change the pat- 
tern of activity. 


Hospital Insurance and Diagnostic Services.—As of 
July 1, 5 of the 10 Canadian provinces had signed 
agreements with the federal government for a uni- 
versally available hospital and diagnostic services 
insurance scheme. A little before these schemes 
went into effect, the Minister of National Health 
and Welfare told the annual meeting of the Ca- 
nadian Medical Association that the hospital insur- 
ance and diagnostic services program was not a 
single national project but rather a series of pro- 
vincial projects, uniform as to essentials but differ- 
ing in many respects. He regarded as basic features 
(1) universal availability of benefits to residents 
of a province on uniform terms; (2) assurance of 
high standards of hospital care; and (3) provision 
of certain basic in-patient services, including ac- 
commodation at standard ward level; nursing; lab- 
oratory, radiological, and other diagnostic pro- 
cedures; certain drugs; use of operating room and 
anesthetic facilities; routine surgical supplies; and 
the use of radiotherapy and physiotherapy facilities 
where available. A province could choose which 
drugs and which outpatient services, if any, it 
would provide on an insured basis. It seemed that 
Newfoundland and possibly other Atlantic prov- 
inces would provide an outpatient program, where- 
as Ontario would limit outpatient coverage to emer- 
gency diagnosis and treatment of accident victims 
only. As regards financing, the provinces would be 
free to raise their 50% share of the expenses as they 
pleased; some intend to use general tax revenues, 
others premiums or special sales taxes. 

The man in the street would be called on to play 
a larger role with regard to his local hospital and 
take an intelligent and more active interest in its 
operation. The present pattern of hospital owner- 
ship would be maintained and nothing would be 
done to interfere with their independence, but they 
would be expected to assume greater responsibili- 
ties for efficient and careful administration. The 
provincial authority would scrutinize their annual 
budget, and medical staffs would have to cooperate 
in preventing improper use of beds. The minister 
said that he would never recommend to the govern- 
ment anything which in any way would interfere 
with the patient-doctor relationship and that the 
new act was not intended to apply to clinical serv- 
ices furnished by physicians to individual patients 
in hospital. He said that he believed the necessary 
interpretations by physicians of laboratory, radio- 
logical, and other diagnostic services were integral 
components of good hospital care—a point of view 
that the radiologists and clinical pathologists will 
not find very reassuring since they are trying to 
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have their services recognized as “physicians’ serv- 
ices” and not “hospital services.” The minister 
agreed that such procedures as_ bronchoscopy, 
gastroscopy, or ophthalmoscopy were aspects 
of a medical care program and had no place 
in his scheme. The physician was to be paid for 
these by his patient. The minister reassured the 
profession about two areas in which concern had 
been expressed, namely, education and research. 
He was keenly aware of the need for maintaining 
traditional patterns in medical training and there- 
fore of providing in teaching hospitals an adequate 
number of teaching beds and additional financing. 
The present methods of financing medical research 
projects would not be interfered with, and research 
would receive some support from the scheme in 
some hospitals. 


Public Relations and Economics.—At the June meet- 
ing of the general council of the Canadian Medical 
Association, the reports of the committee on public 
relations and the committee on economics received 
special attention. The council believed that one of 
the major activities of the public relations commit- 
tee should be to assist in presenting the collective 
opinion and advice of Canadian physicians to the 
federal government and the Canadian people as 
regards national health legislation. Certain mem- 
bers of the council believed that criticisms and 
comments offered to the Department of National 
Health and Welfare by the Canadian Medical As- 
sociation through its advisory committee had had 
little effect on the wording or intent of the Hospital 
Insurance and Diagnostic Services Act. They were 
anxious that all members of the Canadian parlia- 
ment should be aware that the Association, as the 
mouthpiece of organized medicine in Canada, had 
expressed serious concern about certain features of 
the act, such as the differentiation of “physicians’ 
services” from “hospital services.” A resolution was 
therefore passed calling on the executive committee 
of the Canadian Medical Association to plan, in 
consultation with the public relations committee, a 
program that would insure a more effective expres- 
sion of the Association’s opinion to the federal 
government and the Canadian people. 

As regards economics, progress was reported in 
the relative values study. This study is being under- 
taken to assess the relative value of various pro- 
cedures in medical practice. It is under the guid- 
ance of a central committee of five persons, two 
physicians from university circles and three from 
private nonuniversity practice, who, with the assist- 
ance of management engineers, are devising a 
method of weighting the points allocations to vari- 
ous factors concerned in diagnosis and treatment. 
A proforma will be developed and forwarded to 
some 400 physicians across Canada for analysis of 
a number of procedures. Each of the 10 divisions 
will select physicians to take part in this analysis 
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and the group may ultimately comprise 3 to 4% of 
the medical profession, representing all fields of 
medical practice. 

The council debated at length the question of 
arbitration and negotiation between physicians and 
employing bodies. There are major differences in 
employer-employee_ relationships, between physi- 
cians practicing medicine and other employees 
presently subject to compulsory arbitration. It is 
difficult to negotiate compulsory arbitration ar- 
rangements for the profession when payments are 
made on a fee-for-service basis, but the council 
adopted a new paragraph for inclusion in the 
“Statement of Policies and Principles on Health 
Insurance in Canada,” emphasizing the need for 
any member or group of members of the medical 
profession to be given the same fundamental rights 
as other citizens in choosing the type and location 
of practice and in negotiating agreements covering 
methods of remuneration, conditions of professional 
service, and modification or termination of con- 
tracts. The Canadian Medical Association and its 
divisions accept responsibility for collective bar- 
gaining on behalf of a salaried physician. This 
acceptance means that there is no need for physi- 
cians to be active members of any union. In rela- 
tion to health insurance plans the council agreed 
that such plans should be administered at the pro- 
vincial level by a commission representative of 
those persons providing and receiving the service. 
They also agreed that whenever medical services 


are provided to persons whose care is a responsibil- 
ity of government or other third party, the profes- 
sional component of this care may be compensated 
for separately and preferably in accord with an 
agreement based on fee-for-service. 


Persistence of Poliomyelitis Antibodies.—The vil- 
lage of Saint-Augustin, Quebec, is very isolated, be- 
ing accessible only to ships in summer and planes 
in winter. In January, 1950, an epidemic of polio- 
myelitis struck the village, possibly reaching this 
community via one of the rare visitors. Of the 417 
people living in the village, 33 were attacked, 13 
being paralytic cases. Only children aged 2 to 14 
years were attacked. Pavilanis and Frappier (Ca- 
nad. M. A. J. 79:11, 1958) described laboratory 
studies at the time of the epidemic and later. Dur- 
ing the epidemic 90% of the children of the village 
were excreting poliovirus type 1. Two years later 
nobody was excreting virus. After the epidemic, 
almost all the population had antibodies to polio- 
virus types 1 and 2, but children examined before 
the onset of symptoms had no antibodies to type 1. 
Moreover there was a sharp distinction at the age 
of 10. Children up to 10 years old had either no 
type 2 antibodies or only a low titer, whereas at 
age 11 or over children had a high titer of type 2 
antibodies. It seems that there was an epidemic in 
1939, 11 years before the second epidemic, and that 
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the first epidemic due to type 2 virus had left a high 
titer of antibodies in the population and also appar- 
ently conferred some resistance to type 1 virus. 


FRANCE 


Chorea and Rheumatic Fever.—R. Lutembacher 
(Presse méd. 66:1067, 1958) called attention to the 
close connection between chorea and rheumatic 
fever. The cardiac lesions were shown to be grossly 
and histologically identical. Chorea may occur be- 
fore any inflammatory manifestation, or its onset 
may be associated with an acute inflammatory proc- 
ess that develops in the joints or serous mem- 
branes. The adrenal insufficiency, as detected by 
assessment of the blood corticosteroid level, was 
equal to that observed in rheumatism in the third 
week of its course. The motor incoordination was 
controlled by antirheumatic chemotherapy or by 
hormones. One should not overlook the use of such 
a treatment as a means of preventing postchoreic 
cardiopathies. 


Electrocardiograms.—Maurice Pestel (Presse méd. 
66:644, 1958) stated that electrocardiography, even 
though helpful, is far from infallible. In addition 
to the frequent discrepancies between the anatomic 
changes and the electrical alterations, there may 
be some uncertainty in the reading of the tracings. 
A study of 100 tracings as interpreted by different 
cardiologists emphasized the profound disagree- 
ment that may exist in the interpretation of normal 
as well as abnormal tracings. Furthermore, the fact 
that in about 16% of cases the same tracings sub- 
mitted to the same experts on a second occasion 
were interpreted in a different fashion was evidence 
of a lack of exact standards of interpretation. 


Pulmonary Decortication—Henri Le Brigand 
(Presse méd. 66:1089, 1958) believes that decorti- 
cation makes it possible to remove a pouch from 
a purulent pleurisy and to secure the reexpansion 
of the underlying lung and the recovery of its func- 
tion. The procedure is feasible since there remains 
a cleavable plane between the pachypleuritis that 
coats the lung and the underlying visceral pleura. 
The external wall of the pouch, as made of a pari- 
etal pachypleuritis, remains also separable from the 
thoracic wall. Nevertheless, the cleavage plane may 
be of varying quality on the inner side as well as on 
the outer side. In patients in whom both splitting 
procedures are readily performed, it is possible to 
remove en bloc a pouch of chronic purulent pleur- 
isy and ensure an excellent pulmonary reexpansion. 
Otherwise, the splitting process induces varying 
difficulties. On the visceral side it may be feasible 
only at the expense of a certain number of breeches 
of the cortex. On the parietal side it may cause 
hemorrhage and necessitate leaving in situ a more 
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or less extensive area of pachypleuritis. Whatever 
the difficulties, decortication should no longer con- 
sist merely in removing the visceral cover of the 
lung and allowing the pulmonary areas thus re- 
leased to reexpand. One must always perform such 
a total pneumolysis as makes possible a total and 
harmonious reexpansion of the lung. 

The presence of underlying pulmonary foci may 
necessitate more or less extensive pulmonary re- 
sections, this being rarely seen in those decortica- 
tions performed for common purulent pleurisy or 
for pyohemothorax but more frequently seen in pa- 
tients with tuberculous pleurisy. Meticulous post- 
operative care is necessary, especially perfect drain- 
age, to assure the evacuation of the effusion and the 
return of the lung to the thoracic wall. The post- 
operative death rate for this operation is less than 
1%. Such complications as hemorrhage requiring 
reoperation are relatively frequent. Remote results 
are excellent. In some patients the persistence of a 
residual pouch may necessitate a secondary thor- 
acoplasty. There is no absolute parallelism between 
the value of the anatomic recovery and that of the 
functional recovery in the lung. 


Pleural Manifestations in Cirrhosis.—Poinso and 
Chanas (Presse méd. 66:1106, 1958) studied a ser- 
ies of 400 patients with cirrhosis, of whom 174 had 
atrophic portal cirrhosis, 138 had hypertrophic 
cirrhosis, 5 had cirrhosis with an atrophohyper- 
trophic form, 15 had pigmentary cirrhosis, 9 had 
metaicteric cirrhosis, 3 had cardioethylic cirrhosis, 
2 had fatty cirrhosis, 1 had cholostatic cirrhosis, 2 
had adenocarcinoma, and 51 had an undefined 
form of cirrhosis. Of the 400 patients, 103 showed 
pleural effusion, and in most of these the effusion 
was due to a mechanical factor. The stasis, edema- 
tous alveolitis, and subsequent pleural transuda- 
tion were associated with the rising of the dia- 
phragm and the pressure of ascitic fluid on the pul- 
monary bases. In only 5 of the 103 patients was the 
pleural effusion of tuberculous origin. 


INDIA 


Electrical Activity of Muscles in Infantile Cerebro- 
spastic Paralysis.—Fudel-Ossipova and Mezhenina 
(Neurology, vol. 6, January-March, 1958) stated 
that the electromyograms of affected muscles in 
infantile cerebrospastic paralysis show marked 
deviations from normal. The more pronounced the 
muscle spasm, the lower are the action potentials 


appearing in the muscle during voluntary contrac- - 


tion. Besides, the activity of the antagonist muscle 
at the same time is about the same as that of the 
functioning muscle. A prolonged disorder of the 
normal function of a muscle in spastic paralysis 
leads to pathological changes in its structure. The 
morphological picture of these affected muscles is 
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characterized by numerous destructive changes. 
As the functional ability of a muscle will be affected 
by such destructive changes and as the electrical 
reaction of a muscle during voluntary contraction 
indicates its functional ability, the authors tried to 
find out whether a correlation exists between the 
electrical activity of spastic muscles and the mor- 
phologic changes found in them. 

They studied 36 patients with infantile cerebro- 
spastic paralysis between the ages of 5 and 16 
years. While studying the electrical activity of 
spastic muscles, electromyograms of the antagonists 
were also recorded. A biopsy specimen of the affect- 
ed muscles was also taken. Eight of these patients 
had a mild degree of spasm, 20 had a moderate 
degree, and 8 were severely affected. A definite 
correlation was noted between the extent of de- 
structive changes in the morphologic structure of 
a muscle and its electrical activity. The milder the 
morphologic changes, the higher the action po- 
tentials appearing during voluntary contraction and 
the closer the resemblance to a normal electromyo- 
gram. When the pathological changes were ad- 
vanced, as in patients with severe spasm, the 
electrical activity was reduced to a minimum and 
their function was restricted. With marked changes 
in the structure of a muscle, transplantation of its 
tendon will not give the desired effect. Preoperative 
electromyograms would thus help to ascertain the 
functional potential of a muscle and thus help in 
selecting a suitable transplant. 


Carcinoma of the Breast.—D. G. Reddy and co- 
workers (Indian Journal of Medical Sciences, vol. 
12, April, 1958) studied a series of 681 patients with 
carcinomas of the breast. Breast cancers formed 
about 8% of the total malignancies in both sexes. 
The youngest patient in the series was 17 years old 
and the oldest 70 years, the maximum incidence 
being between 30 and 50 years of age. About 10% 
occurred below the age of 30. About 1.5% of all 
breast cancers occurred in men; 53% of the tumors 
were in the left breast, and the upper outer quad- 
rant was the commonest site. Multiparity and 
breast feeding did not have any relation to the 
development of these cancers among the women. 
The commonest variety was the scirrhous type 
(76%). Infiltrating comedocarcinomas formed 8%, 
papillary carcinomas 4.5%, medullary carcinoma 
with lymphoid infiltration 8.5%, and colloid car- 
cinomas 2%. Only two cases of Paget’s disease were 
seen with the characteristic changes in the nipple 
and an intramammary growth. 


Study of Plasma Proteins.—B. S. Kulkarni and co- 
workers (Journal of Postgraduate Medicine, vol. 4, 
April, 1958) examined the plasma proteins by 
electrophoresis in 187 subjects between the ages 
of 18 and 50 years who were taking vegetarian and 
mixed diets. All the subjects were healthy and well 
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nourished. In the last two-year period before taking 
their blood samples, they had not suffered from 
any pathological disorder; 136 were men and 51 
women; 152 were between 18 and 30 years of age, 
24 between 31 and 40 years, and 11 between 41 and 
50 years; 72 took a vegetarian diet along with milk 
and milk products and 115 ate a mixed diet includ- 
ing milk, eggs, meat, fowl, or fish. The total protein 
content of the plasma was about the same as re- 
ported by Western authors. The albumin level was 
also the same; the values of alpha 1, alpha 2, and 
beta globulins, though slightly lower, were com- 
parable to those obtained in the West, but the value 
of gamma globulin was slightly higher. The cause 
of this high level is not clear. The total proteins 
were slightly less in women as compared to men, 
and this was due to the low value of albumin; this 
difference was not, however, statistically significant. 
With increasing age, the levels of total proteins and 
of beta and gamma globulins showed a progressive 
rise but those of alpha 2 globulin and fibrinogen 
showed a fall. A statistically significant difference 
was noted only in the value of gamma globulin. 
The total proteins were slightly higher in those tak- 
ing non-vegetarian diets but this difference was not 
statistically significant. 


Right Heart Catheterization.—K. K. Datey and co- 
workers (Journal of Postgraduate Medicine, vol. 4, 
April, 1958) catheterized the right heart of 30 


cardiac patients (23 with congenital and 7 with 
acquired heart disease). Three patients with pul- 
monary stenosis showed a right atrial pattern in the 
electrocardiogram with large “a” waves and the 
“c” wave being represented by a small hump on 
the descending slope of “a” wave; elevation of right 
ventricular systolic pressure depending on the de- 
gree of stenosis; normal or diminished pulmonary 
arterial pressure (in one case the pulmonary 
arterial pressure was slightly higher, probably due 
to the development of slight pulmonary incom- 
petence following an attack of subacute bacterial 
endocarditis ); and an infundibular or combined 
infundibular and valvular pattern in the pressure 
gradient across the pulmonary valve. Both systemic 
and pulmonic blood flow were equal but diminished 
while the arteriovenous oxygen difference was al- 
ways over 5 ml. per 100 cc. Six patients with the 
tetralogy of Fallot and one with the pentalogy of 
Fallot were studied. The catheter could be passed 
into the aorta in four. There was elevation of the 
systolic pressure in the right ventricle, the pul- 
monary arterial pressure was low, and the tracing 
often deformed. There was a pressure gradient 
across the pulmonary valve. The systolic blood flow 
ranged above or below the normal value and the 
pulmonary blood flow was reduced. The arterial 
oxygen saturation ranged between 67 and 87.5% 
and in one patient it was 92%. 
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Of three patients with patent ductus arteriosus, 
one had an atrial septal defect and probably a 
ventricular septal defect. These showed a greater 
oxygen content of blood samples from the pul- 
monary artery than that from the right ventricle; 
greater pulmonary blood flow as compared to 
systemic blood flow, the ratio varying between 
1:1.5 and 1:3; normal pulmonary arterial pressure; 
and in some the catheter could enter the aorta 
through the patent ductus. Three patients with 
atrial septal defect showed elevation of the right 
atrial pressure and also of the right ventricular and 
pulmonary arterial pressure. They also showed in- 
creased oxygen saturation in the right atrial samples 
of blood while the catheter could enter the left 
atrium, left ventricle, or pulmonary vein. Patients 
with mitral stenosis showed elevation of the pul- 
monary arterial wedge pressure, pulmonary arterial 
pressure, right ventricular pressure, and right atrial 
pressure. In those with constrictive pericarditis the 
right atrial pressure showed marked elevation and 
the right ventricular pressure curve showed slight 
elevation of systolic pressure. There were no deaths 
in this series. Minor complications were seen in a 
few patients. Thus occasional ventricular extra- 
systoles occurred in almost all patients and one 
developed a short paroxysm of ventricular tachy- 
cardia. Right bundle-branch block was seen in two 
patients; in one it was transient and in the other it 
disappeared within five minutes of withdrawing the 
catheter into the superior vena cava. Venospasm 
occurred in three patients and pyrogenic reaction 
in four of those catheterized early in the series. 
Autopsy performed on four postoperative patients 
within a month of cardiac catheterization did not 
reveal any traumatic lesions on the endocardium. 
Local thrombophlebitis developed in five. 


Toxigenicity of Corynebacterium Diphtheriae.— 
Soman and Patel (Indian Journal of Medical Sci- 
ences, vol. 12, April, 1958) compared the method 
of intradermal inoculation of guinea pigs used as 
a standard procedure for determining the toxigenic- 
ity of Corynebacterium diphtheriae with the in 
vitro plate method and the chick-embryo inocula- 
tion method. Nasal swabs and throat swabs were 
collected from patients suspected of having diph- 
theria and from suspected carriers. After making 
direct smears and culturing and typing, the culture 
was tested for its biochemical and hemolytic ac- 
tivity and tested by the three methods for toxigenic- 
ity; 120 cultures were thus isolated and 110 
tested for their biochemical properties, of which 
3 turned out to be the gravis and 107 the mitis 
type. On typing 45 strains on tellurite agar plates, 3 
were found to be the gravis, 3 the intermedius, and 
104 the mitis type. Eighty-nine cultures were sub- 
jected to the standard virulence test in the guinea 
pig, the in vitro method, and the chick-embryo 
inoculation. The results with all three showed 
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perfect agreement. As the in vitro method is rapid 
and cheap it can be used in small laboratories 
where guinea pigs and eggs are not freely avail- 
able. The diphtheria antitoxin used in this test 
should be properly selected and used in proper 
concentration to get clear results. This method be- 
ing simple, economical, and reliable as compared 
to the other two may be accepted as a routine 
procedure for the determination of toxigenicity. 


Succinic Dehydrogenase in Human Spermatozoa.— 
Kothare and De Souza (Journal of Postgraduate 
Medicine, vol. 4, April, 1958) described a method 
of demonstrating succinic dehydrogenase cyto- 
chemically using p-nitrophenyl] substituted ditetra- 
zole in mature normal, immature, and abnormal 
spermatozoa occurring in the semen of normal 
healthy men. The enzyme was localized on or in 
the vicinity of the mitochondria and was concerned 
in the vital metabolism of the cells. The semen was 
treated with buffer substrate tetrazolium solution 
and the enzyme was demonstrated as fine discrete 
blue granules. In normal adult spermatozoa they 
were localized in abundance over the midpiece 
with a slight condensation at the margins. In an 
abnormal form with a large head with two distinct 
nuclei and abundant cytoplasm, an occasional 
granule was seen in the head. Faint granules in the 
head and body were seen in pin head sperms and 
a few of these were devoid of granules. Variable 
patterns were seen in ring-tailed sperms with faint 
granules in the head or no granules at all. An 
oceasional sperm with a double head and double 
body showed a concentration of the enzyme in the 
midpiece. Sperms with a cytoplasmic membrane 
around the neck and the midpiece showed variable 
amounts of succinic dehydrogenase in the mem- 
brane. Most showed a few fine granules in the 
head. This cytochemical method would help in the 
study of the morphology of spermatozoa, especially 
in their progress to maturity. 


ISRAEL 


Asian Influenza.—The experience of the virus lab- 
oratory of the Hebrew University-Hadassah Medi- 
cal School in the diagnosis of influenza during the 
outbreak of Asian influenza between October, 1957, 
and January, 1958, was reported by A. Bernkopf in 
Harefuah (55:288, 1958). From 131 specimens sub- 
mitted for virus isolation, 37 strains of influenza vi- 
rus were isolated. The highest percentage of isola- 
tions was obtained from throat washings (38%). 
Next highest was the percentage of virus isolations 
from lung material (27%). Less satisfactory was the 
percentage of isolations from sputum (18%). Bac- 
teria resistant to penicillin and streptomycin were 
isolated from 19 specimens, 10 of them lung mate- 
rial. Two of the lung specimens contained resistant 
staphylococci. In the other patients resistant Kleb- 
siella, Pseudomonas aeruginosa, and Escherichia 


FOREIGN LETTERS 


J.A.M.A., Sept. 6, 1958 


coli were present. Antigenically, all influenza strains 
were homogeneous and were inhibited specifically 
by A/Singapore/1957 antiserum. Serologic diag- 
nosis was based on the rise of antibodies as de- 
termined by the hemagglutination inhibition or, 
more rarely, the complement fixation test. Though 
less specific, the latter test was found to be highly 
sensitive. For the hemagglutination inhibition test, 
use of a high egg passage strain and inactivation 
of the nonspecific inhibitor in serum by cholera 
filtrate were found important. Treatment of serums 
with trypsin or periodate was less satisfactory. It 
was repeatedly observed that antibody production 
as measured by the hemagglutination inhibition or 
complement fixation test was delayed, or only small 
amounts of antibody were produced. In a few cases 
in which the diagnosis of influenza was highly prob- 
able on both clinical and epidemiologic grounds, 
no rise of antibody level could be demonstrated. 
These findings may be explained by the complete 
novelty of the Asian strains of influenza which dif- 
fered in their antigenic composition from all strains 
previously encountered. 


Blood Groups in Sephardic Jews.—The ABO, MN, 
and Rh-Hr blood group frequencies in Sephardic 
Jews were reported by J. Gurevitch and co-workers 
in Harefuah (54:293, 1958). In the ABO system the 
frequency of group A was relatively high and the 
frequency of the phenotype O low. The M and N 
genes were evenly distributed, but the Sephardic 
Jews exhibited an interesting, though unexplained, 
heterosis in that the phenotype MN (70%) far ex- 
ceeded the expected 50%. In the distribution of the 
Rh-Hr chromosomes the high frequency of the 
Mediterranean CDe (R,) chromosome—character- 
istic for all Jewish communities so far examined— 
was found. The cde and cDe chromosomes were 
relatively frequent, indicating the possibility of an 
African and Spanish admixture. 


Hemolytic Trait in Oriental Jews.—A metabolic ab- 
normality of erythrocytes was detected in all pa- 
tients with favism and hemolytic reactions due to 
drugs, as well as in a large proportion of members 
of their families, by Szeinberg and Sheba (Hare- 
fuah 54:285, 1958). The abnormality was detect- 
able even in the umbilical cord blood. In a large- 
scale population survey no subjects with this ab- 
normality were found among Ashkenazic Jews, 
while about 20% of non-Ashkenazic Jews origi- 
nating from Iraq or Persia, 5% of Yemenites and 
immigrants from Turkey, and 2% of North African 
Jews were found to be affected. Similar findings 
were detected also among non-Ashkenazic Jews 
from Greece, Egypt, and Sudan and in a small per- 
centage of Arabs from the central part of Israel. 
Genetic studies suggested that the abnormality is 
hereditary and probably transmitted by a sex- 
linked, incompletely dominant gene with variable 
expressivity. The transient glutathione instability of 
newborn infants during the first hours of life dif- 
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fers from this condition, as it is not hereditary, 
is not racially determined, is not connected with 
deficient glucose-6-phosphate dehydrogenase activ- 
ity, and may be corrected in vitro by addition of 
glucose or inosine to the blood. 


Drug Resistance in Shigella—About 50% of Shig- 
ella strains isolated in Israel were found by G. Alt- 
mann and co-workers to be resistant to sulfadiazine. 
While chloramphenicol proved to be the drug of 
choice in the treatment of bacillary dysentery until 
1955, 19% of a series of Shigella isolated in 1956 
were found to be resistant to chloramphenicol and 
17% to tetracycline. In 1957 the percentage of 
strains resistant to chloramphenicol rose to 24% 
and of those to tetracycline to 35%. All strains 
tested proved to be sensitive to polymyxin B and 
neomycin. A number of cases of shigellosis caused 
by resistant strains followed a severe and protracted 
course, and some of them ended fatally. Using the 
rapidity of disappearance of Shigella from the stools 
as therapeutic index, a significant difference was 
noted between sensitive and resistant strains. The 
need for planned treatment of bacillary dysentery 
was stressed in the light of these findings. 


NEW ZEALAND 


Control of Extradural Hemorrhage.—Dr. R. G. Rob- 
inson (Australian & New Zealand J. Surg. 27:303, 
1958) reported that in some patients the control of 
bleeding from extradural hemorrhages may be diffi- 
cult. Recurrences have been reported. In a series of 
16 patients with extradural hemorrhage treated 
surgically, 5 died. There was an appreciable reac- 
cumulation of clot which partly contributed to the 
fatal issue in two of these. In another patient, the 
wound had to be packed with gauze before the 
bleeding could be arrested. In two of the author's 
patients hemostasis proved unusually difficult. One 
was a woman who had fallen off her bicycle. Neu- 
rological symptoms appeared a few hours later. A 
left temporal bur hole was made under local 
anesthesia and a huge extradural clot was removed. 
There continued to be a diffuse vascular oozing 
from the dura and many of the bleeding points 
were inaccessible owing to the posterior extent of 
the dural stripping. An osteoplastic flap was the 
only way of getting at the vascular weeping from 
the dura. The patient regained consciousness five 
hours after the operation and made a good re- 
covery. The use of an osteoplastic bone flap in 
extradural hemorrhage has been a matter of con- 
troversy. Arresting the diffuse vascular oozing from 
the dura is admittedly difficult but many of these 
difficulties are due to a failure to close the dead 
space left by the evacuated hematoma. The use of 
an osteoplastic flap has the merit that it allows 
hemostasis of the exposed dura. The dead space 
may then be reduced by stitching the dura up to 
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the surrounding tissues. The disadvantages of a 
flap are that specialized instruments are needed 
and the restless state of the patient may make the 
procedure difficult even for the expert. 

Recently Dr. Robinson has used another method 
which is simple and promises to overcome these 
difficulties. A 14-year-old boy who had been kicked 
in the head presented neurological symptoms. 
Under local anesthesia a conventional left temporal 
bur hole was made and enlarged, and numerous 
bleeding points were sealed with the diathermy. 
Four hours later there was a massive recurrence of 
the extradural hematoma. The dura persistently 
oozed. Division of the middle meningeal artery at 
the foramen spinosum made no difference in the 
bleeding. A small nick was made in the dura and 
Ringer's solution was injected into the subdural 
space. The dura showed no signs of staying ex- 
panded and the incision was closed with a stitch. 
A lumbar puncture was made and 40 ml. of Ringer's 
solution was injected into the subarachnoid space. 
The dura came out into tight contact with the skull 
and the bleeding ceased at once. The wound was 
closed over a soft rubber drain. The patient im- 
proved rapidly and the drain was taken out on the 
next day but there was no blood on the dressing. 
This was an uncommon case of recurrent extradural 
hematoma as there was no fracture of the skull and 
the major vessels were intact. The method of in- 
jecting isotonic sodium chloride solution or Ringer's 
solution into the subarachnoid space after the clot 
has been removed is effective because it expands 
the compressed brain and closes the dead space, re- 
duces the tentorial herniation, and counteracts any 
intracranial hypotension. If the dural oozing persists 
after the control of the major vessel or when the 
dead space is not obliterated by the expansion of 
the brain, enough isotonic sodium chloride solution 
should be injected into the lumbar subarachnoid 
space to overcome these difficulties. It is unlikely 
that more than 100 ml. will be needed and at the 
worst no harm is done. Only in failure of this 
simple method should the use of an osteoplastic 
flap be considered with its requirement of a general 
anesthetic. There is no place for gauze packing or 
ligature of the external carotid artery in these 
troublesome cases. 


Nontuberculous Empyema.—Dr. James A. Baird 
(Australian & New Zealand J. Surg. 27:313, 1958) 
reported that empyema of the pleural cavity has 
increased in incidence in the past two or three 
years. Following the introduction of the sulfona- 
mides and penicillin in the treatment of pneumonia, 
pleural complications became uncommon, but due 
to antibiotic-resistant staphylococcic infections their 
incidence is increasing. The aims of the treat- 
ment must be the sterilization of the pleural cavity 
and the return of the hemithorax to normal, i. e., 
the complete expansion of the lung and the restora- 
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tion of the normal movements of the chest wall and 
diaphragm. Of a series of 32 patients seen in the 
past five years, 27 have been seen in the past two 
years. The treatment of pleural suppuration must 
be vigorous, consisting of frequent aspirations of 
the fluid with the instillation of the appropriate 
antibiotic and proteolytic enzymes as required. 
Thoracic physiotherapy must be instituted early. 
Radiographic contro] is essential. 

Failure to obtain progressive reexpansion of the 
lung is an indication for surgical treatment. Inter- 
costal catheter drainage is the treatment of choice 
in infants and the elderly and in small loculated 
empyemas. All other empyemas are best treated 
by excision. This has been practiced in 14 patients 
without any deaths. It has been stated that this 
operation should not be practiced in less than eight 
weeks from the onset of pleural infection and that 
the disadvantages of the operation are the possi- 
bility of a residual empyema pocket requiring drain- 
age and the recrudescence of the infection. Neither 
of these complications is likely to occur if the opera- 
tion is performed within four weeks of the 
occurrence of pleural suppuration. At this stage the 
tissues are still mobile and space obliteration occurs 
rapidly after excision. Early operation avoids the 
necessity for mutilating flap operations on the chest 
wall to close infected dead spaces associated with 
late empyema. Furthermore blood loss is less with 
early operation. Other advantages are primary 
healing, the patient is fit for discharge two or three 
weeks postoperatively, and the source of toxemia is 
promptly removed. It has been maintained that 
because excision is a severe procedure, it should be 
reserved for selected patients such as those with 
total empyema. It cannot be denied that excision is 
a much more serious operation than rib resection 
but it has been shown that it is safe and that the 
convalescence is much shorter. 


NORWAY 


Poliomyelitis Vaccination._In Tidsskrift for den 
norske legeforening for May 15 Dr. Evang stated 
that the Norwegians have experimented with both 
intracutaneous and subcutaneous injections of 
poliomyelitis vaccine, the subcutaneous dosage be- 
ing 1 ml. In cooperation with the Danes, who have 
consistently given their vaccine intracutaneously, 
the Norwegians in the autumn of 1957 compared 
the effects of both methods on medical students in 
Oslo. The antigen response after two injections 
given by one or the other method was compared, 
and though neither emerged from these tests as 
definitely superior, the subcutaneous injections of 
1 ml. appeared to give slightly better results. Direc- 
tions were therefore given to use this method, and 
the experiments on medical students have con- 
tinued. Vaccines made in the United States or Den- 
mark were used. 
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The Hearing of School Children.—The systematic 
examination of the hearing of school children in 
Oslo began in 1919. What these examinations have 
achieved is reported on in Tidsskrift for den norske 
legeforening for June 1 by Dr. R. Moe, whose 
figures are mostly concerned with two groups, one 
composed of children observed in the school years 
1948-1949 and 1955-1956 subjected to a follow-up 
examination and the other of more than 2,000 
children screened in the winter of 1957. Audiom- 
etry has been adopted as the routine method of 
testing since autumn, 1957. Since 1950 all children 
with impaired hearing have had pure-tone audiom- 
etry, and since 1947 every such child has been 
kept under observation until his hearing became 
normal or until maximal improvement was ob- 
tained. Of the 44,784 children examined between 
1948 and 1956 3,170 (7%) were found to have 
impaired hearing. On the final check-up, of 90.5% 
of these children, 69.2% were found to have re- 
gained normal hearing, 12.1% were improved, and 
18.7% were unimproved or worse. In 69 children 
(0.15%) the loss of hearing was so severe that 
teaching had to be given in a separate school for 
children with defective hearing. Of the 37 children 
in such a school in 1957 there were only 2 with 
conduction deafness, the other 35 suffering from 
perceptive deafness. 

In the past four years all the children found to 
have impaired hearing in their first year at school 
were retested in their final year, when it was found 
that 70.6% had regained normal hearing, 10.3% 
were improved, and 19.1% were unimproved. In 
the winter of 1957 audiometry was carried out on 
the 2,123 children in the fourth grade who had 
been tested in the first grade. Of these, 6.1% had 
impaired hearing while in the first grade, and 4.4% 
while in the fourth grade, while only 2.2% had im- 
paired hearing on both occasions. Impaired hearing 
due to middle-ear disease incurred in the preschool 
years was discovered in 1.6% of the children in 
their first year at school. Similar sequelae without 
impaired hearing were found in another 1.6%. Moe 
concluded that the presence of some chronic ad- 
hesive lesion or sequelae of otitis in over 3% of the 
children at the age of 7 emphasized the need for 
preschool prophylaxis, with adequate treatment of 
acute middle-ear disease early in life. 


UNITED KINGDOM 


Causes of Overweight.—At the annual meeting of 
the B. M. A. in Birmingham, girth control was ad- 
vocated by Dr. H. M. Sinclair, of Oxford University, 
an authority on human nutrition. It could in part, 
he said, be the answer to the growing amount of 
degenerative disease. Cardiac and other diseases 
may be attributed to a deficiency of the fatty acids 
that are essential to the body. Cow’s milk and 
butter are deficient in these acids. They supply the 
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wrong fat. Giving children unlimited food, especial- 
ly milk, produces early maturity, a certain amount 
of obesity, and chronic degenerative diseases later. 
In general, the Eskimo child, although fat, is in 
better health than the typical American child. 
We need a particular type of fat in our diet, but 
the more we process food the less of it we get, be- 
cause processing destroys the essential unsaturated 
fatty acids. The Eskimo child naturally consumes 
large amounts of highly unsaturated fats of the right 
type; but we send a bus to take a child a quarter 
of a mile to school, where he is given large amounts 
of milk before he returns home to sit in front of 
a television set, perhaps smoking a cigarette. If he 
survives and gets into industry, he becomes less 
and less active as more and more machines do the 
work, again giving him more time to smoke. Dr. 
Sinclair does not believe that there is a direct 
connection between these degenerative diseases and 
smoking but that the associated lack of physical 
exercise and improper nutrition are the determining 
factors. He described the national “Drink more 
milk” campaign as pernicious. Excessive body fat 
represents a waste of food and a danger to health. 


Cold Babies.—_At the same meeting Dr. Trevor 
Mann of Brighton said that more than 100 babies 
up to six weeks of age die of cold in a year in 
Britain. In five years he had seen 15 cold babies, 
8 of whom died. Their average body temperature 
was 90 F (32 C), but one baby had a tempera- 
ture of 74 F (23 C) or 24 degrees (F) below nor- 
mal and died five days after admission to hospital. 
These babies did not look ill; they were pink and 
glowed. The condition occurred on the coldest days. 
Babies could die of the cold at a room temperature 
of 55 F. Bathing the baby in the winter is hazard- 
ous. The period of greatest danger is 2 a. m. when 
the mother and father are warm in bed and the 
fire has been turned out. Fires should not be 
allowed to go out at night when the baby is young. 
Dr. Hugh Ellis of Oxford called the condition “the 
refrigerator syndrome.” He believes that factors 
other than cold are involved, because many babies 
get along well in a cold room. 


Hospital Beds Still Scarce.—At the same meeting 
Dr. E. A. Gerrard, of Manchester, spoke of the 
public scandal of hospital waiting lists. In surgery 
there are four people waiting for every bed in the 
teaching hospitals in London and five in the provin- 
ces. In gynecology the position is worse. There are 
nine patients waiting for every bed. Patients with 
nonurgent cases in all parts of the country must 
wait three to four years. One reason for this is 
miscalculations at the start of the National Health 
Service, but the planners are not the ones who must 
wait two or three years for an operation. It is the 
ordinary people. A motion urging prompt building 
of new hospitals was carried. 
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Medicine’s Curtains of Mystery.—Dr. James Robert- 
son Justice, Rector of Edinburgh University, better 
known, perhaps, in his role as a film actor, made a 
plea for the abolition of mystery in medicine when 
he gave this year’s Winchester address in June. He 
praised the “closed shop” in medicine insofar as it 
upheld the rigorous standards of conduct, but he 
felt that medicine, an empirical science, tended to 
be too esoteric, to share its mysteries only with the 
initiated, and to assume that it was bad for a pa- 
tient to know too much. This attitude was based on 
false premises. The speaker agreed that “popular 
medicine” was a horror to be avoided at all costs, 
but he believed that the medical profession should 
cease to take refuge behind the archaic curtains 
of mystery. People had come to take medicine for 
granted, and if this were to be corrected it would 
be necessary for physicians to take patients more 
completely into their confidence. He objected not 
only to the conspiracy of silence but to the atti- 
tude that suffering was somehow linked with sin 
and that an ability to endure pain was a sign of 
merit. 


Action on Nazi Camp Doctor.—Action has been 
started to deprive Dr. Herta Oberheuser, former 
Nazi concentration camp physician, of her right to 
practice medicine at Stocksee, North Germany. 
This news was heard with satisfaction by the Brit- 
ish Medical Association at its annual meeting. 
Oberheuser was a fanatical young Nazi who vol- 
unteered for service at the notorious Ravensbruck 
concentration camp for women, where sadistic ex- 
periments were made on prisoners. When she and 
other physicians were tried at Nuremberg, in 1947, 
evidence was produced that she selected the victims 
and assisted in the experiments. She was sentenced 
to 20 years imprisonment but was released in 1952. 
She was treated as a returned prisoner-of-war. She 
received a payment and an interest-free loan to 
resume practice. Two other reinstated physicians 
were Hans Eisele, who was at Buchenwald camp, 
and Hans Bodo Gorgass, whose euthanasia experi- 
ments involved 1,000 victims in a mental hospital. 
The evil done in these camps has not ended. Even 
now many concentration camp survivors shrink 
from the simplest and kindest examinations. The 
opinion was expressed that it is our duty to protest 
that doctors such as those named should never be 
allowed to practice medicine again since what they 
have done is a violation of the very basis of medical 
practice: Although in Germany a doctor receives 
permission to practice from the state, which alone 
may take it away, in the Oberheuser case, the 
Chamber of Doctors of Schleswig-Holstein and the 
Federal Chamber of Doctors have both sought 
the withdrawal of Oberheuser’s right to practice. 
The Ministry of the Interior has started proceedings 
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for such a withdrawal. The German medical profes- 
sion hopes that the right to practice medicine will 
be taken away from Dr. Oberheuser. 

The B. M. A. meeting carried a motion express- 
ing deep distress that the German authorities per- 
mitted Oberheuser’s reinstatement. A spokesman for 
the Schleswig-Holstein Ministry of the Interior said 
that an investigation into the case began last year. 
It was not known when it would be completed. Dr. 
Oberheuser will have to be heard first. A represent- 
ative of her local medical council said that if only 
part of the accusations against her are true she 
should be considered unworthy to be a doctor. 
People at Stocksee, the village where she practices, 
however, are reported to regard her as a good doc- 
tor and are inclined to forget her past. 


Broadmoor.—At Broadmoor, an asylum for the 
criminally insane, Frank Mitchell, an inmate who 
boasted that no prison bars could keep him incar- 
cerated, succeeded in making his escape and was at 
liberty for two days. By so doing he placed in the 
hands of the Prison Officers’ Association the strong- 
est weapon it has had in a year-old battle between 
the nursing staffs of the institutions and the medical 
consultants. The battle has been fought round the 
following question: In the interests of the public and 
patients in the institutions, which patients should 
have priority, security, or mental treatment? The 
prison officers wanted more locked doors. The 
psychiatrists insisted that if patients were to be 
treated satisfactorily they must have freedom. In 
1948, the Criminal Justice Act transferred contro] 
of Broadmoor from the home office to the Ministry 
of Health. Behind the transfer was the enlightened 
policy of treating inmates as mental hospital pa- 
tients rather than criminals. One patient's main 
delight was smashing windows. Twenty years ago 
this would have cost him time in the security block 
from which Mitchell escaped, but when male nurses 
placed the window-breaker in a room with iron 
bars in front of the glass, a psychiatrist protested 
that the atmosphere was wrong. “If he wants to 
smash windows let him,” he ordered. “Glass is 
cheap. To restrict him will ruin his treatment.” 
Petty pilfering among patients, punishable in the 
old days by seclusion, is now a subject for talks 
between psychiatrists and patients. After the escape 
of child-killer, John Straffen, the Broadmoor In- 
quiry reported in June, 1952, that the two main 
functions of the committee are detention and treat- 
ment. At one time, detention was regarded as 
primary and treatment as secondary, but during 14 
years of management by the present medical super- 
intendent, Dr. Hopwood, more and better treatment 
has been made available for patients. The prison 
officers’ leaders now want control of the institutions 
given back to the home office. 
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Pay Increase to Physicians Refused.—The fight on 
pay between the government and the physicians 
flared up again at the annual meeting of the 
British Medical Association in Birmingham. Cries 
of “Shame” greeted an announcement that the 
Minister of Health had refused a further interim 
increase for 40,000 family and hospital physicians 
in the National Health Service. The physicians 
originally asked for a 24% increase, and when it 
was rejected they planned a phased withdrawal 
from the health service. The physicians were then 
awarded interim pay increases of 5 and 10%. When 
no further action was taken by the government by 
Easter, they claimed another interim increase to 
meet the further rise in the cost of living. The 
Minister's letter stated the following. 


The reasons why I am unable to agree that the circum- 
stances warrant a further interim increase at the present 
time are broadly twofold. In the first place, although the 
Royal Commission are not yet ready to report, they are 
pressing ahead with all speed and, assuming that their 
report is not unduly delayed, a further increase would run 
the risk of prejudicing their work. Secondly, the economic 
situation of the country at the present time must be taken 
into account. Circumstances since April and May 1957 to 
date have not changed so greatly as to justify an increase. 
Moreover no other people remunerated from the public purse 
who received a pay increase of 5% in April and May 1957 
have yet received any further award. A further award to the 
doctors might well lead to claims for increases in remunera- 
tion of an inflationary nature from others and it remains just 
as important as ever to secure stability in wages and salaries. 

Dr. Wand, Chairman of the B. M. A. Meeting, 
said: “Whenever we go to the Ministry the econom- 
ic situation is wrong. We are always told we have 
missed the boat. We are either too early or too late. 
This is the old story.” 


Merit Awards for General Practitioners.—In the 
supplement to the British Medical Journal of July 
12, Dr. J. F. Burdon, a general practitioner, said 
that recent suggestions that general practitioners 
should receive merit awards of the type given to 
some specialists prompt two questions. How is 
merit to be judged? And is it not already rewarded? 
No single satisfactory method of determining merit 
in the general practice has been found, but the merit- 
worthy general practitioner, who undoubtedly does 
exist, is not without consolation. He is being paid 
to keep his patients healthy. If he is more success- 
ful at this than the next doctor, he thus attends 
less illness and gains more leisure or is able to 
care for more patients. The increase of work in 
the preventive field costs him much less in time 
and energy than the illness he prevents would have 
done, and he derives happiness and _ satisfaction 
from his work—things which he could not buy with 
extra income. Such qualities as kindness and pa- 
tience cannot be measured, judged, or priced; yet 
how meritorious is the physician who has them. 
Such merit seeks no reward in cash. 
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MISCELLANY 


THE DOCTOR'S PLACE IN PUBLIC AFFAIRS 


Mr. Speaker, under leave to extend my remarks 
in the Record, I include the following address given 
on June 12, 1958, at the commencement exercises 
of Jefferson Medical College in Philadelphia: 

President Kaufman, members of the graduating 
class, and of the faculty, alumni, and friends of 
Jefferson Medical College, it is indeed a great honor 
and privilege to be invited to speak at these com- 
mencement exercises today. 

No one ever worked harder to get his medical 
degree than I, and no one ever appreciated it more. 
Occasionally someone before introducing me to an 
audience will ask, “What shall I call you—Doctor? 
Congressman? Honorable? or what?” I usually re- 
ply, “Just call me Doctor. I earned that one, and 
I will have it after the others are gone.” 

You who have just received your doctor's degree 
will find that your alma mater has equipped you 
well with all that any medical school can give its 
students in scientific knowledge and technical skills. 
I have no concern regarding the excellence of your 
medical training, or the high quality of your pro- 
fessional abilities. If there is reason for concern, it 
is more likely to be with regard to the quality of 
your citizenship. For that must be of a higher order 
than my generation has demonstrated or there may 
not long be a society in which you will have oppor- 
tunity to use with success and satisfaction the 
knowledge and skills you have worked so long and 
hard to acquire here. 

Our profession is going through the latest of 
several transitions it has experienced in the last 
century. Originally, the doctor's main concern was 
with therapeutics. Since he didn’t know too much 
about disease processes, it really amounted to treat- 
ment of symptoms. 

Then Loeffler discovered the diphtheria bacillus 
and Koch the tubercle bacillus. Virchow and others 
began doing systematic autopsies systematically. It 
was proved that most symptoms were the result 
of demonstrable pathological processes in various 
organs. The doctor began to shift his attention from 
results to causes, from therapeutics to diagnosis, 
from symptomatology to etiology. 

This was the period in which I was trained al- 
most 40 years ago. It was called the era of thera- 
peutic nihilism. We concentrated our attention so 
much on the disease that we almost forgot the 
patient. 


Extension of remarks of Hon. Walter H. Judd of Minnesota in the 
House of Representatives, July 7, 1958. 
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Then, with better understanding of how diseases 
were caused and communicated, a third emphasis 
naturally developed—preventive medicine. The 
good doctor had to be an expert not only with 
the stethoscope and the microscope, but with the 
immunizing needle. 

In more recent years there has been an increas- 
ing recognition of the effects of mind and emotions 
on physiological processes—and vice versa. The 
doctors who only took care of physiological proc- 
esses were losing too many patients to those who 
paid attention also to people’s emotions, and gave 
them something to have faith in. Psychosomatic 
medicine belatedly came into its own. 

Now we have entered a fifth stage in this gradual 
metamorphosis—the doctor must give more atten- 
tion to public affairs, or he will lose his professional 
freedom. During the depression of the 1930's, the 
hot war of the 1940's, and the cold war of the 1950's, 
our Government steadily expanded until it now 
reaches into everybody's life and everybody's pock- 
etbook almost every hour of every day. How and 
under what circumstances you are to practice medi- 
cine, what you are abie to earn, how much of what 
you earn you are permitted to keep, and what you 
are able to do with what you retain, depend more 
than ever before on what happens in Washington. 

But what happens in Washington depends more 
than ever before on what happens in Algeria, or 
Venezuela, or Korea, or Lebanon. 

What happens in those places depends on what 
somebody decides in the Kremlin or Peiping. 

And what they decide in the Kremlin or Peiping 
depends to a greater degree than we realize, I think, 
on what we say and do here in the United States. 

Nobody needs to be apologetic about discussing 
political issues today. For unless we handle our 
domestic affairs in such ways as to maintain sound 
government, there is no gain—medical, social, or 
otherwise—that will long be worth much to any- 
body. 

And conceivably, we could solve all our domestic 
problems—we could have better medical care more 
equitably distributed; we could meet our housing 
needs, our education needs, and our old-age se- 
curity and labor-management problems—but unless 
we manage our political and economic relations 
with the rest of the world better than we have, so 
that we can prevent too frequent wars and too 
prolonged and exhausting expenditures for defense, 
none of the domestic gains can endure. 

Your generation of doctors must play a more ac- 
tive role in public affairs for at least three reasons: 
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First, in order to ensure your future as doctors; 
to safeguard the conditions under which you can 
use to best advantage your knowledge of disease 
and your skill in helping the sick. What you are 
going to be permitted to do as medical men de- 
pends on what you do as citizens. 

Second, in order to work toward betterment of 
environmental conditions that affect adversely your 
patients. The man who comes to you with arthritis 
or hypertension frequently has something else 
wrong with him too. Perhaps he has a boy in Com- 
munist hands in East Germany; or his business is 
in trouble; or inflation is eating up his life’s sav- 
ings; or he is apprehensive about atomic fallout 
and sputniks. He knows his country is in deep 
trouble. He has legitimate anxieties. If you are 
really going to help him with his ulcers, or his in- 
somnia, or his hyperthyroidism, you will have to 
pay more attention to the impact on him of his 
world environment, and get yourself into a posi- 
tion where you can influence that environment in 
the direction of conditions more favorable to your 
patient’s well-being. 

Third, you have to pay more attention to public 
affairs in order to ensure your future as citizens. 
Before any of us are doctors, or businessmen, or 
lawyers, we are citizens of this Republic. All of us 
are, or will be, taxpayers. Most of us are parents. 
All of us are trustees of a great and noble heritage 
of freedom—trustees of a political and economic 
order which made it possible for even those of you 
who came from humblest circumstances, as did 1, 
to get the expensive education which we could 
never have dreamed of obtaining in most coun- 
tries of the world. 

What we know as doctors about the practice of 
medicine should and must influence our thinking 
and our activities as citizens. But our obligations 
as citizens must also influence our thinking and 
conduct as doctors. 

For example, doctors, almost to a man, are op- 
posed to socialized medicine—by which term I 
mean tax-supported medical services provided and 
operated by the Government. Most people, I fear, 
assume that we oppose socialized medicine because 
it would hurt the doctors. They think we are a 
closed-shop union that wants to have complete 
control of medical practice in order to promote 
our own selfish interests. We failed to show the 
public that our opposition to socialized medicine 
is not because it would hurt us, but because it 
would hurt the public. 

As a matter of fact, socialized medicine wouldn't 
hurt most doctors financially. The superior doctor 
can get ahead under any system. The poor or even 
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the average doctor would probably be about as 
well off financially under socialized medicine as 
under free competition. Furthermore, he wouldn't 
have to worry. He could get a fairly well-paid, Gov- 
ernment-supported job right after internship and 
continue in it for the rest of his life. 

So, it is not because we are doctors that we op- 
pose socialized medicine; it is because of what we 
know as doctors about the practice of medicine. 

The public has been taught to believe, by those 
who are more active in public affairs than we, that 
socialized medicine would give more and _ better 
medical care for less cost. Doctors know it would 
give less and poorer medical care for greater cost. 

Doctors know that there are at least three essen- 
tials to good medical practice, all of which would 
be lost under socialized medicine. 

First, the relationship between the patient and 
the doctor must be wholly voluntary on both sides. 
It has to be completely voluntary on the part of 
the patient, or she is not going to have full confi- 
dence in the doctor. It has to be completely volun- 
tary on the part of the doctor or his heart is not 
fully in it. Under government management the re- 
lationship cannot be wholly voluntary. It is the 
patient who will suffer, not the doctor. 

A second requirement is that there be complete 
privacy an¢ no intermediary between the patient 
and the p! ‘Vnen the doctor gets paid by 
the patient, works for the patient. When 
the doctor gets paid in part or whole by the gov- 
ernment, then little by little he comes to work for 
the government. Again, the doctor may be better 
off, but God help the patient. 

Under socialized medicine the government be- 
comes an intermediary in another sense. Since pub- 
lic money is involved, a succession of clerks has to 
go through the records to see if the doctor did any 
unnecessary tests that ran up the bill. Somebody 
in a government bureau has to decide whether the 
doctor’s diagnosis and treatment, and therefore his 
charges, were proper. In order to do that, the gov- 
ernment employee has to read the patie:-t’s history. 
Most patients are not too eager to tell their doctor 
all the personal and private details that he needs 
to know in order to treat them properly, if the 
patient knows some bureaucrat is also going to be 
reading all those details. 

What kind of care will the patient get with both 
his doctor and the government managing his case? 

A third essential for good medical practice is 
that there be maximum incentives for the doctor 
to do his best, to get ahead, constantly to improve 
himself. One such incentive is financial reward in 
accordance with his ability and his effort. In every 
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profession there are some individuals who have 
“self starters.” Regardless of financial compensa- 
tion or any other considerations, they give every- 
thing they have. But such persons are probably 
in the minority in our profession as in others. Most 
men work harder and do better if they believe that 
will get them ahead financially. 

Another major incentive is professional recogni- 
tion and advancement. You want the respect and 
confidence of your patients—and you will work 
hard to win it. But even more to be coveted is the 
respect of your colleagues. The most rewarding 
thing that can come to any one of you is to be 
known as a doctor's doctor. Some of you may be 
able to fool your patients with a high-powered 
personality and a smooth bedside manner; but you 
can't fool your colleagues. Other doctors will bring 
themselves or their relatives to you, only if you 
become really good. 

Both of these powerful incentives—financial re- 
ward and_ professional recognition—are largely 
killed under governmental management where pro- 
motions are made on the basis of seniority—or, as 
it is sometimes called in Washington, senility. 

What is necessary to get ahead under the bu- 
reaucratic system? The first essential is to live 
long enough. The second is to make no enemies. 
And what is necessary to make no enemies? The 
main requirement is not to have any new ideas. 
If it is a good idea, it makes your superior resent- 
ful—why didn’t he think of it first? And he holds 
up your promotion. If it is a bad idea, that also 
reflects on him as your superior, and he holds up 
your promotion. So don't do your best to get ahead 
by hard work and creative effort—just conform. 
That is fatal in our profession as in every other. 

All these things that we know as doctors make 
us oppose socialized medicine. But it is not enough 
for us to be right. We must tell and sell our rea- 
sons to the public far better than we have. We 
van't do that by just talking to each other at medi- 
cal meetings. We don't need to convince each other. 
We have to reach the public and the politicians, 
not to put something over on them, but to help 
them understand the situation so that no one else 
can put something over on them. 

But doctors must play an even larger role in 
public affairs. Who else can so well understand, 
and contribute so much to helping other citizens 
understand, the malignant nature of the Commu- 
nist process which has spread its blight over one- 
third of the world and threatens the remainder, 
including our own free America. If we fail here, 
we fail everywhere. 
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For there is on this planet a conspiracy dedi- 
cated to our destruction. The heritage of freedom 
which enabled you to get where you are today, 
and will permit you to decide tomorrow where, 
how, and with whom you are to practice, and what 
organizations you are to join, ranging from medical 
societies to political parties—that heritage is under 
cold, determined, and increasingly successful at- 


tack on every front. 

You know that the thing that makes a cancer 
bad is not its size or its location; it is the lawless 
way it grows. In practically all respects, the Com- 
munist movement behaves like every other malig- 
nancy. It has rejected the normal laws of growth, 


and expands by lawlessly encroaching on tissues 
that don't belong to it. Sometimes it is by direct 
invasion of an adjacent organ or country like Fin- 
land, Korea, Hungary. Or it extends more stealthily 
by metastases into other organs, transplants of law- 
less cells working within other countries to dis- 
rupt their economy, subvert their thinking, weaken 
their institutions, in preparation for take-over. 

To deal successfully with the present malignant 
threat to our survival, how urgently our country 
needs the kind of mind which your medical col- 
lege has given you. 

First, the autopsy type of mind. You have been 
trained to study the mistakes of the past and admit 
them openly, in order to learn from them. The 
doctor does autopsies not to cover up, but to cor- 
rect. In government, the prevailing rule is not to 
correct, but to cover up. Every summit conference 
to which we have gone since World War I with- 
out careful and thorough agreement on essentials, 
in advance, has led to disaster. Yet how many peo- 
ple in public affairs today, without your kind of 
mind, are urging our government to try once more 
the same pattern that has always failed. 

We also need in public affairs more men with 
the biopsy type of mind. When you look through 
a microscope and see some abnormal cells that 
have broken through the basement membrane in 
violation of normal laws of growth, you don't say 
“Well, it’s cancer all right, but it’s down in the big 
toe. Let’s wait and see if it spreads.” You know 
it will spread unless you find ways to stop it at 
once and where it is. But during the last two dec- 
ades, how many among our people said, “Isn't it 
too bad what Hitler is doing to the Jews, or the 
Japanese are doing to the Chinese, or the Commu- 
nists are doing to the Hungarians? But after all 
those places are a long way off. Let's see if we 
can't persuade the lawless elements to confine their 
efforts to the areas presently involved, and not 
spread to us.” 
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The doctor knows that in dealing with a malig- 
nant process, there can be no end to the struggle 
until one or the other prevails. That does not mean 
that we must drop bombs on it. It does mean that 
as a minimum we have to get and keep it isolated 
by cutting off its sources of supply, and its means 
of communicating its lawless cells to other areas. 
It means we must prevent its winning new vic- 
tories, such as expanded trade or being received 
into respectable society, or diplomatic recognition 
would be. 

While fighting the malignant process, the doctor 
knows that he must also build up the strength and 
health of the parts—the countries and the peoples— 
that are still free. We can’t win by just outwaiting 
the enemy; we must outwork him. 

You have been taught that almost the only un- 
forgivable mistake for a physician to make is to 
underestimate the possible seriousness ci a pa- 
tient’s complaint. If you overestimate it, you are 
guilty of nothing but a little undue caution. But 
if you underestimate it, the patient may be dead. 
The mistake is unforgivable because it is irretriev- 
able. 

Likewise, in the world struggle between lawless 
and law-abiding forces, it would be an unforgiv- 
able mistake to fail to understand the malignant 
character of the Communist new growth—or to un- 
derestimate its strength, its determination, the dan- 
gerous inroids which it has already made into the 
organs of our Nation and the thinking of our peo- 
ple, without their realizing it. We must not make 
that mistake ourselves—and it is our duty not to 
let our fellow citizens make it. Please God, we will 
all wake up to the seriousness of the threat before 
it is too late. 

But there is another mistake we must avoid: We 
must not underestimate the strength of our own 
philosophy and faith—the basic soundness of the 
American system and its attraction and appeal to 
the oppressed millions of the earth. 

What the world generally wants most from the 
United States is our wealth, our goods, our tools. 
But those are not what it needs most—for those are 
all results. What the world needs most from us is 
the secret that produced those results. 

The secret of our wealth is an economic system 
which provides opportunity and incentive for men 
to get ahead, to create, to produce, to expand. 

That economic system came from a_ political 
philosophy—the right of the individual. 

That political philosophy, in turn, came from a 
religious faith—which put first the dignity and 
worth of every human being as a child of God. 

We will not succeed in preserving the material 
results unless we revitalize and strengthen the 
spiritual roots from which they came. 
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In short, we shall have to demonstrate as strong 
and deep a faith in our faith as the Communists 
have in theirs—and we shall have to work as hard 
and as skillfully to spread the truth as they work 
to spread their falsehoods. 

We must work both as individuals and as mem- 
bers of groups which we join and support because 
they are dedicated to the causes in which we be- 
lieve—religious groups, civic groups, political groups. 

So often one finds doctors unwilling or too pre- 
occupied to work in political organizations. Yet if 
you are to expend your influence in public affairs, 
you must participate in politics, for politics deter- 
mines government—and government today deter- 
mines the conditions of your lives. 

Therefore, join up with the political party that 
you think is nearest right on the most important 
issues. You won't agree with it on everything, any 
more than you agree on every issue with your fra- 
ternity, or your medical society, or even with your 
wife. But you don’t pull out of those associations 
whenever you disagree. Rather, you try to move 
them in the direction you believe is right. 

Just so, associate yourself with the party with 
whose principles and programs you find yourself 
in closest agreement, and work in and through it 
to select, and then to elect, good men and women 
to public office at every level of government. 

In addition, more doctors have to be willing to 
be candidates for public office. That’s tough, I can 
testify. But both patriotism and good sense require 
that all of our citizens, no matter how specialized 
their training, be willing to sacrifice their careers 
to go into public service in peacetime, just as their 
sons are called upon to sacrifice their careers to 
go into the armed services in wartime. 

Only as we do these things—not just discuss 
them, but act—will there be hope. The most won- 
derful thing about our country, the thing which 
we must preserve at all costs, is the privilege we 
have of changing the things we don't like. Thank 
God our system is such that whenever conditions 
are bad, or don’t meet our standards, we can cor- 
rect them—if we will work in public affairs. 

The way to begin is with ideas and principles, 
then get persons and parties committed to them, 
translate them into programs, and put them into 
practice. 

Please don’t think I am trying to lecture you 
today or imagine I have all the answers. Rather I 
am appealing to you for help. This world patient 
is too sick to be cured without the intelligent and 
dedicated effort of all of us. It particularly needs 
the leadership of men and women who have the 
qualities of mind and heart of the good physician. 


ou 
‘ 


Vol. 168, No. 1 


The tests ahead will be harder than those you 
have just completed. But who is so well equipped 
to mold the attitudes and actions of our people as 
you who leave the classrooms and clinics of his- 
toric Jefferson Medical College today to take up 
your roles throughout our land as doctors, as citi- 
zens, as trustees—strong, well trained, confident, 
competent. 

I congratulate you, your families, the commu- 
nities into which you go—and our country. 


THE LEISURE CORNER 


MOTORING 


Doctors, particularly those in nonmetropolitan 
areas, often spend as much as half their time be- 
hind the wheel of their cars. Few, however, will 
say that they regard driving, in its routine everyday 
sense, as a pleasure. Vacation driving is something 
else. Like everyone else, the doctor looks forward 
to the temporary escape from professional problems 
and personal vexations, and, although it adds to 
the already abundant mileage recorded on the 
speedometer, one might advance the proposition 
that vacation driving can be fun. Whatever its other 
consequences, the automobile has enabled us to 
see, in a short period of time, many scenic wonders 
an earlier generation could not know. Can driving 
be anything but a pleasure as one motors down 
route 20 in upstate New York and looks out over 
the green expanse of the Mohawk Valley? Or per- 
haps the physician will find himself this summer on 
the picturesque coastal road that links Los Angeles 
with San Francisco. There, to his left, overlooking 
the Pacific, he will see the jagged cliffs of Monterey 
Peninsula and, to his right, the breath-taking sight 
of multicolored flowers growing wild along the road; 
yet, it is the rare motorist who regards all vacation 
driving as fun and frolic. 

There is the ubiquitous careless driver, darting 
from lane to lane without bothering to use hand 
signals and the highway jam-up in which one 
inches along bumper-to-bumper, threatened by a 
hissing radiator; and who has not, at one time or 
other, joined with Ogden Nash to lament: “I think 
that I shall never see a billboard lovely as a tree. 
Indeed, unless the billboards fall, I'll never see a 
tree at all.” 

There is another possible deterrent to pleasurable 
driving which is too often overlooked, and doctors, 
strangely enough, are as derelict about it as the 
next man. Like the shoemaker’s daughter wearing 
the worst possible shoes, doctors often tend to 
forget the elementary principles involved in lessen- 
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ing driving fatigue. A common cause of accidents, 
fatigue is one of our most subtle highway killers. 
Ask a physician what he would do if he felt listless 
while driving, and chances are he would say that 
he would pull over and rest, but put the same doc- 
tor to the test on the highway, and, more often than 
not, he becomes the “average” motorist, eager to 
“get there” and willing to exceed his physical en- 
durance to do so. He will succumb to the dubious 
lure of roadside hot-dog stands in a way that would 
arouse his fury if one of his patients showed the 
same lack of “moderation.” Fatigue, a symptom the 
average physician encounters every day, has also 
engaged the attention of other groups. Reports by 
the Eno Foundation, the American Automobile 
Association, and the U. S. Public Health Service 
have all confirmed its importance in highway acci- 
dents. Experiments at Cornell University focused 
on the special question of proper seating. They 
revealed the importance of sufficient elevation to 
give the driver a proper command of the road. 

Another study on seating conducted by the 
Market Forge Company of Everett, Mass., un- 
covered the fact that drivers who were given auto- 
mobile seats designed for postural support were 
much less fatigued after sitting at the wheel for a 
number of hours than drivers using the accustomed 
deep soft seats put out in Detroit. On the basis of 
this study a posturally correct automobile back-aide 
with adjustments to fit it to individual body con- 
tours has been produced. As already suggested, 
periodic rest, proper diet, and correct seating are 
methods of counteracting driving fatigue that are 
well known to doctors, but there are other less 
obvious techniques for avoiding the fatigue hazard. 
Chewing a great wad of gum, for example, may 
seem a bit indelicate to one’s vacation companions, 
but truckers and taxi drivers find that it’s an inex- 
pensive antidote. The fatigue induced by “highway 
hypnosis,” the special bane of superhighway motor- 
ists, can also be controlled. Experienced commer- 
cial drivers recommend moving one’s eyes about 
often instead of keeping them in a fixed stare. This 
requires a concentrated effort which militates 
against fatigue. 

Driving can also be tied in with the pleasant 
pastime of singing to keep drowsiness at bay. The 
lost art of conversation might also be dusted off, 
both for its inherent value and for its special bene- 
fit in keeping the vacation traveler alert. Of the 
28 million Americans who are driving the na- 
tion’s highways this season, a fair percentage are 
doctors. Those who seek out the pleasures of 
motoring and who accept the responsibilities will 
find it a rich and rewarding experience. They will 
return from their sojourns with minds and bodies 
refreshed, once again ready to serve their fellow- 
men. 
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INTERNAL MEDICINE 


Rheumatic Carditis Following Commissurotomy 
for Mitral Stenosis. I. S. Golubev. Klin. med. 39: 
73-79 (May) 1958 (In Russian) [Moscow]. 


The author reports a follow-up on 27 patients 
who were operated on for mitral stenosis of rheu- 
matic origin. The period of observation varied from 
6 to 26 months. Active rheumatic carditis before 
the commissurotomy was suspected in 2 patients. 
The rest of the patients presented no signs of active 
rheumatic process. Histological studies of tissue 
from the left auricle, however, revealed in 13 pa- 
tients the presence of fresh Aschoff nodules. Ap- 
parently, rheumatic carditis in 11 patients was un- 
detected. The operation caused exacerbation of the 
carditis in 2 patients in whom the rheumatic process 
manifested itself in a definite clinical picture. None 
of the patients who were operated on developed 
recurrence of the mitral stenosis. The postoperative 
course of patients with active, but not detected, 
rheumatic carditis was not worse than that of pa- 
tients who did not have signs of active rheumatic 
carditis. The operation of commissurotomy resulted 
in pronounced improvement in 28 patients. In this 
group there were 11 patients with undetected rheu- 
matic carditis. 


Studies on Influenza: Experience with the Far East 
Strain. E. De Maeyer, P. Denys and P. De Somer. 
Acta clin. belg. 13:109-124 (March-April) 1958 (In 
French) [Brussels]. 


At regular intervals new strains of type A influ- 
enza virus, immunologically distinct from the pre- 
vious ones, strike unprotected populations. This 
past year a new strain—the Far East strain—ap- 
peared, which rapidly invaded the whole world. 
After a general survey of influenza, the authors 
present their experience with the type A/Singa- 
pore/1/57 virus. 1. The inoculation of material 
obtained at the beginning of the disease permitted 
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the isolation of the virus in 12 out of 14 patients. 
Between the 5th and 10th days of illness the isola- 
tion was successful in only 1 patient out of 4. 
Several successive fatal cases were observed. In 1 
patient with influenzal encephalitis the virus was 
isolated from the autopsy material. This could in- 
dicate the acquisition of neurotropic properties by 
the influenza virus. 2. The evolution of the antibody 
titers was followed by the complement-fixation and 
hemagglutination-inhibition tests. A significant rise 
in the antibody levels was generally noted in con- 
valescent individuals. Hemagglutination-inhibition 
antibodies attained a mean titer of 1:320 between 
the second and the third week after the beginning 
of the disease. This titer was lowered to 1:80 after 
the 10th week. 3. An experimental vaccine was 
prepared on chicken embryos. The virus was pre- 
cipitated by the addition of protamine sulfate. The 
virus-sulfate mixture was washed several times, 
suspended in a phosphate-buffered solution, and 
finally inactivated by formol. The titer of this vac- 
cine was 1:320, and its nitrogen content was 50 mg. 
per liter. 4. When it was administered to 1,000 
individuals, the vaccine caused mild allergic reac- 
tions in 5% of the patients. Determinations of anti- 
body levels were made 8 or 9 days after vaccination. 
By mixing different dilutions of serum with dif- 
ferent dilutions of virus, it was shown that the 
complement fixators were parallel to the neutraliz- 
ing antibodies. These mixtures were inoculated in 
the allantoid cavity of chicken embryos. The serum 
of vaccinated subjects gave a protection as good as 
that given by the serum of convalescents. 


Osmotic Diuretic Treatment of Refractory Edema. 
L. M. Bernstein, B. Blumberg and M. C. Arkin. 
Circulation 17:1013-1020 (June) 1958 [New York]. 


Six patients with refractory edema, caused in 2 
by congestive cardiac failure, in 2 by nephrosis, and 
in 2 by cirrhosis, were given intravenous injections 
of large doses of mannitol to test the effectiveness 
of osmotic diuretics in edema refractory to other 
diuretic therapy. The drug was given in doses vary- 
ing between 100 and 475 Gm. in 8 hours. Whatever 
the previous levels of sodium, chloride, and water 
excretion, the administration of mannitol markedly 
increased those levels of excretion. Combined ad- 
ministration of mercaptomerin (Thiomerin) and 
mannitol was much more effective than either alone 
in increasing excretion of sodium up to 660 mEq. 
per day and water up to 8,685 cc. per day and in 
causing weight (edema) losses, whether the edema 
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was of renal, cardiac, or hepatic origin. Weight 
losses which were negligible to very large occurred, 
being determined by both excretion and simultane- 
ous intake. Diuretic responses were not necessarily 
accompanied by clinical benefit. The excretions 
were not accompanied by clinically significant al- 
terations in serum electrolyte concentrations. 

These data demonstrate conclusively the ability 
of an osmotic diuretic to markedly increase the 
urinary excretion of water, sodium, and chloride in 
patients with refractory edema. The increased effec- 
tiveness of the combination of an osmotic and a 
mercurial diuretic probably can be explained by 
their known different actions. Mannitol, by its 
water-retaining and sodium-diluting action, de- 
creases the numbers of sodium-absorbing sites of 
the tubular cells that are exposed to sodium; mer- 
captomerin reduces the avidity of each of these 
decreased numbers of sites for sodium resorption. 
The combined effects result in great proximal tub- 
ular rejection of sodium and accompanying anions. 
The mannitol infusion caused pulmonary edema 
during the osmotic diuresis in the 2 patients with 
cardiac edema; this hazard must be recognized, 
and it may be minimized by use of adequate doses 
of urea or other osmotic diuretics that are dis- 
tributed throughout body water rather than extra- 
cellular fluid alone. Marked diuresis was followed 
by early signs of central nervous system symptoms 
of hepatic insufficiency in 1 of the patients with 
cirrhosis. In 1 patient with Laennec’s cirrhosis and 
in 1 with the nephrotic syndrome of lupus ery- 
thematosus, diuresis failed to occur because of both 
inadequate dosage and markedly reduced filtration 
rates. The clinical value of osmotic diuretics must 
be determined by additional studies. The use of 
(physical) osmotic diuretics in large adequate doses 
in combination with (metabolic) tubular-cell so- 
dium-resorption blocking diuretics should be con- 
sidered when edema states are refractory to all 
other diuretic therapy. 


Hypoxia of Abnormal Physiologic Origin as the 
Final Common Pathway in Gastroduodenal Ulcer 
Genesis. E. D. Palmer and J. L. Sherman Jr. A. M. A. 
Arch. Int. Med. 101:1106-1117 (June) 1958 [Chi- 


cago]. 


The anatomy, physiology, pharmacology, and 
pathology of the gastroduodenal arteriovenous 
shunt system are reviewed in the discussion of 
hypoxia as the final common pathway in gastro- 
duodenal ulcer genesis. The discovery of the gas- 
troduodenal shunt system proffers an explanation 
for local hypoxia and tissue necrosis which has a 
physiological basis and is an explanation that does 
not depend on an already existing pathological 
process in the gastroduodenal wall. It is now pos- 
sible to satisfy one of the most important criteria 
for any satisfactory theory of ulcer genesis, that the 
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mechanism must permit the crater to be the result 
of an abnormal functional activity. The crater is 
merely a local manifestation of a systemic psycho- 
visceral process, and in observing the great inci- 
dence of ulcer and the notable propensity of the 
lesion to repeat over and over the cycle of healing 
and breakdown, one becomes convinced that the 
final common pathway is a physiological process 
gone wrong. Vascular theories of ulcer etiology are 
very old, but until the native arteriovenous shunts 
were discovered, no reasonable mechanism could 
be postulated which could meet the most basic of 
the criteria for a proper etiological explanation, 
that the crater could form as a result of a physi- 
ological, not a pathological, excess or deficiency. It 
is proposed that the shunt mechanism, probably 
through induction of mucosal plethora rather than 
ischemia, supplies a reasonable explanation for 
hypoxia depression of mucosal vitality, the first 
step in crater formation. 


Fulminating Post-Influenzal Pneumonias. H. A. 
Buechner, J. Thompson and W. H. Mosby. J. Louisi- 
ana M. Soc. 110:184-191 (June) 1958 [New Orleans]. 


During the last 5 months of 1957, 100 patients 
were treated for pneumonia, exclusive of those 
patients in whom pneumonia was considered to be 
a terminal event in the course of some other fatal 
disease. The average mortality rate from pneu- 
monia in the 3 previous years was 8%, while in 
1957 the rate rose sharply to 22%. The increased 
incidence and the unusual severity of these cases 
were directly related to influenza, since 54 of the 
100 patients gave a recent prior history of “flu” or 
a “flu-like” illness. The Asian strain of type A in- 
fluenza virus was isolated in 3 of the patients, and 
the hemagglutination-inhibition antibody titer was 
significantly elevated in 2 others. Twenty-four pa- 
tients had pneumococcic pneumonia, 12 had staphy- 
lococcic pneumonia, and 6 had pneumonia due to 
Klebsiella pneumonia. The specific etiological agent 
could not be positively identified in the remaining 
cases, although Pseudomonas aeruginosa, Aero- 
bacter aerogenes, Escherichia coli, and beta-hemo- 
lytic streptococci were suspected as representing 
the causative organism. The incidence of Fried- 
lander’s pneumonia and pneumococcic pneumonia 
was similar to that recorded for the year 1955. 
There was a decided increase in the incidence of 
cases of staphylococcic pneumonia over previous 
years. Staphylococci were further identified in 
mixed flora in 38 of the cases in which the specific 
etiology could not be determined. A history of 
influenza was disclosed in 17 of the 22 deaths re- 
corded, although the Far East strain was isolated 
in only 2 instances. Nine patients died of staphy- 
lococcic pneumonia, 1 died of Friedliander’s pneu- 
monia, and 1 died of pneumococcic pneumonia; 
the exact type of pneumonia was unidentified in 
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the remaining 11 patients. In those instances in 
which sensitivity studies were accomplished, the 
organisms were found to be highly resistant to all 
the available antibiotics. The fulminant nature of 
these pneumonias is attested by the fact that 4 
patients died in less than 24 hours after admission, 
15 died in less than 5 days, and the average dura- 
tion of life after admission was 7.5 days. The most 
common bacterial pathogen was staphylococcus 
pyogenes var. aureus, which accounted for one- 
third of the deaths. Most of the deaths occurred in 
the 41-to-75 age group, only 2 deaths occurring in 
persons less than 40 years old. All save 2 patients 
in this series were reported as suffering from some 
type of chronic disease. Those patients with the 
severest infections tended to exhibit leukopenia, 
and a few showed neutropenia, while leukocytosis 
was an uncommon occurrence. Leukopenia in the 
presence of these severe infections is regarded as 
an ominous prognostic sign. 


Acute Benign Pericarditis: Report of Two Cases 
Associated with Group A and Group B Coxsackie 
Viruses. E. R. Movitt, E. H. Lennette, J. F. Man- 
gum and others. New England J. Med. 258:1082- 
1086 (May 29) 1958 [Boston]. 


The association of “idiopathic” or acute benign 
pericarditis with diseases of known viral etiology 
has led to the suspicion that at least some cases of 
pericarditis may be of viral origin. This suspicion 
was suggested by recent reports, in which Cox- 
sackie viruses were linked to several cases of acute 
myocarditis. The authors present 2 patients with 
pericarditis who were found to have infection due 
to a Coxsackie virus. The patients were men, aged 
22 and 72 years respectively. Both patients showed 
a clinical picture that is usually recognized as the 
so-called benign or idiopathic pericarditis. In case 
1 a Coxsackie virus identified as group B, type 3, 
was isolated from the stool, and a rise in neutraliz- 
ing antibodies was demonstrable in the patient's 
serum against this type of virus. In case 2 a Cox- 
sackie virus identified as group A, type 1, was 
recovered from the stool, and a rise in neutralizing 
antibodies against this particular virus type was 
also demonstrable. 

Although a rise in antibody level to the infecting 
virus type was demonstrable in both patients, in 
neither was the rise of the magnitude generally 
regarded as “diagnostically significant.” The “acute- 
phase” blood specimens in both patients already 
possessed comparatively high levels of neutralizing 
antibodies—that is, if the “acute-phase” specimen 
had been obtained earlier in the disease, a much 
greater rise in antibody titer during the course of 
the illness would most probably have been demon- 
strable. The fact that a Coxsackie virus was isolated 
from these patients, together with the fact that 
some increase in neutralizing antibody levels to the 
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infecting virus type was demonstrable, is inter- 
preted as evidence incriminating Coxsackie viruses 
of group B, type 3, and group A, type 1, as the 
etiological agents responsible for the pericarditis 
in the respective patients. Although the Coxsackie 
viruses enjoy an ubiquitous distribution and not 
infrequently can be recovered from persons with- 
out evidence of illness, there is ample evidence that 
these viruses have .an etiological role in human 
disease. Additional etiological studies, however, 
will be required to indict, definitively and unequiv- 
ocally, the Coxsackie viruses as incitants of acute 
benign pericarditis. 


The Clinical Significance of Serum Cyanocobala- 
min (Vitamin B,.) in Liver Disease. M. Rachmile- 
witz, J. Aronovitch and N. Grossowicz. A. M. A. 
Arch. Int. Med. 101:1118-1128 (june) 1958 [Chi- 
cago]. 


In this series the serum cyanocobalamin values 
were correlated with the common liver-function 
tests and particularly with the degree and duration 
of bilirubinemia, where it appeared that the estima- 
tion of serum cyanocobalamin might serve as an 
early and sensitive test for differentiating the vari- 
ous types of jaundice. There were 37 patients with 
viral hepatitis, comprising a heterogeneous group 
of adult immigrants from Israel with poor nutri- 
tional backgrounds, 1 patient with acute yellow 
atrophy of the liver due to phosphorus poisoning, 
and 14 patients with portal cirrhosis, 5 of whom 
showed clinical and laboratory signs of active 
hepatitis. Six patients were in the advanced stage 
of portal cirrhosis in decompensation, the remain- 
ing 3 having a compensated portal cirrhosis. The 
total serum cyanocobalamin value was estimated 
by the modified Escherichia coli assay. 

In patients with acute viral hepatitis there was 
no definite correlation between the high initial 
serum cyanocobalamin values and the degree of 
bilirubinemia, as concentrations of cyanocobalamin 
10-to-20-fold greater than normal were associated 
with moderately elevated serum bilirubin concen- 
trations, while only moderate elevations of serum 
cyanocobalamin levels were found in patients with 
marked bilirubinemia. An exceptionally high serum 
cyanocobalamin concentration was found in a fatal 
case of acute yellow atrophy of the liver due to 
phosphorus poisoning. Five patients with portal 
cirrhosis, showing findings of active hepatitis mani- 
fested by jaundice and severely altered hepato- 
cellular liver function, had markedly elevated cy- 
anocobalamin values. The 6 patients with advanced 
portal cirrhosis, who had clinical signs of portal 
hypertension but no evidence of active hepatitis, 
had cyanocobalamin values lower than those in 
the previous groups. Normal cyanocobalamin values 
were found in the remaining 3 patients with com- 
pensated portal cirrhosis, while higher values were 
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demonstrated in 5 of the 6 patients with biliary 
cirrhosis who were all jaundiced, were in the ad- 
vanced stage of the disease, and showed laboratory 
evidence of hepatocellular damage. The remaining 
patient in this group who was not jaundiced and 
showed no evidence of hepatocellular damage had 
normal cyanocobalamin values on 2 examinations. 
In patients with jaundice due to bile-stone obstruc- 
tion with evidence of ascending cholangitis, the 
cyanocobalamin values ranged from 160 to 725 
micromicrograms per milliliter, the higher value 
being found in a patient with carcinoma of the head 
of the pancreas. Two patients with chlorpromazine- 
induced jaundice, in whom the clinical and labora- 
tory manifestations were characteristic of obstruc- 
tive jaundice with hepatocellular damage, had 
normal serum cyanocobalamin values. 


Chlorpromazine Jaundice: Clinical Course, Hepatic- 
Function Tests, and Pathologic Findings—Summary 
of Twenty Cases. W. F. Gebhart, R. A. Van Om- 
men, L. J. McCormack and C. H. Brown. A. M. A. 
Arch. Int. Med. 101:1085-1093 (June) 1958 [Chi- 
cago]. 


The incidence of jaundice in patients treated 
with chlorpromazine has been reported to be as 
low as 0.2% and as high as 5%. The resulting 
liver disease is regarded as a benign and self-limit- 
ing condition that can be relieved merely by with- 
drawing the drug, although in some instances the 
duration of jaundice and of abnormal results of 
liver-function studies may be protracted. Concomi- 
tantly, there may then develop extreme changes 
in lipid metabolism, which, in turn, are capable of 
producing hepatohypercholesteremic cirrhosis, or 
primary biliary cirrhosis. The mechanisms by which 
chlorpromazine produces a rather specific type of 
liver disease are not known, notwithstanding the 
resemblance in the liver to those changes caused 
by arsphenamine, thiouracil, methyltestosterone, 
and substances of similar chemical structure. The 
major feature of this entity is an intrahepatic ob- 
struction to the flow of bile. 

The likeliest explanation for chlorpromazine- 
induced jaundice would seem to be on the basis of 
an allergic mechanism, which results eventually in 
intrahepatic cholestasis and bile-plugging. This 
explanation is supported by the presence of a 
latent period between the institution of therapy 
and the appearance of clinical jaundice or changes 
in the results of hepatic-function tests, or both. The 
not infrequent occurrence of a peripheral eosino- 
philia and of the periportal eosinophilic filtrate 
noted on biopsy lends favor to the possibility of an 
allergic mechanism. Shay and Siplet in careful 
studies on 47 patients treated with chlorpromazine 
found the serum alkaline phosphatase determina- 
tion to be the most sensitive means of detecting 
early sensitivity reactions to chlorpromazine. 
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Twenty cases of chlorpromazine-induced disease 
of the liver have been studied in which the daily 
patient dosage ranged from 30 to 150 mg. Seven- 
teen patients received 75 mg. or less. The duration 
of administration of the drug ranged from 2 to 28 
days, 8 patients having received the drug for less 
than 20 days, 9 having received it for 20 to 30 days, 
and 3 having received it for 42, 49, and 58 days 
respectively. In most of the patients, none of whom 
were known to have previously had liver disease, 
jaundice developed between 2 and 4 weeks after 
administration. Fourteen of these patients exhibited 
an “influenza-like” syndrome, with chills, varying 
degrees of fever, malaise, nausea, and generalized 
muscular aching prior to the onset of jaundice. 
Coincident with, or shortly thereafter, 16 patients 
experienced a moderate-to-severe degree of gen- 
eralized pruritus. Eleven of the patients reported 
some degree of right upper quadrant pain or epi- 
gastric abdominal distress, although none described 
the “classic” pain of biliary colic. A relative eosino- 
phil count of greater than 8% was found in 8 
patients, the highest noted being 30%. Repeated 
cephalin-cholesterol flocculation tests in 19 pa- 
tients were negative, the zinc sulfate turbidity test 
was normal in all 10 patients in whom the test was 
utilized, and the thymol turbidity test yielded 
slightly elevated values in 6 of 20 patients studied. 
Total serum protein, serum albumin, and serum 
globulin determinations obtained in all patients 
were normal in 17 patients, 3 of them exhibiting 
slight reversal of the albumin-globulin ratio. The 
duration of jaundice and of abnormal results of 
hepatic-function studies varied in length from 8 
days to 10 months (2 cases). 

Insofar as liver-cell morphology is concerned, the 
absence of necrosis is 1 of the major features in 
differentiating chlorpromazine jaundice from viral 
hepatitis, necrosis having occurred in only 1 of the 
15 patients evaluated. The absence of bile in the 
large ducts—found in all of the patients—is the major 
differentiating factor between chlorpromazine-in- 
duced liver disease and obstructive jaundice of 
large bile duct origin. Capillary bile thrombi were 
found among the liver-cell cords in all specimens, 
although bile duct proliferation of small hepatic 
ducts of small degree was found in only 3 speci- 
mens. Treatment in all 20 patients was the same 
as that administered for cirrhosis: high-carbohy- 
drate and high-protein diet, bed rest, and large 
doses of supplemental vitamins, especially the B 
complex. Steroid therapy was found to be ineffec- 
tive in 5 patients. Although it is difficult to evaluate 
the effectiveness of this therapy in the 20 patients, 
it is believed that treatment of this condition should 
parallel that of hepatitis, as it should at least 
minimize damage to the liver from the obstructive 
jaundice itself. 
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Hemopancytopenic Medullary Erythroblastomato- 
sis. G. Paniagua, J. Sanchez Fayos and H. Oliva. 
Rev. clin. espa. 68:356-362 (March 31) 1958 (In 
Spanish) [Madrid]. 


Hemopancytopenic medullary erythroblastoma- 
tosis is extremely rare. Rohr described a case under 
the term “diffuse medullary erythroblastoma.” The 
case reported by the authors is the second in the 
literature. A man, 47 years old, reported to the hos- 
pital, complaining of gastric disorders and of having 
had for the last 2 months asthenia and rapid loss of 
weight. Examination of the peripheral blood 
showed a picture of pancytopenia, hypochromic 
anemia, and erythromegaloblastemia. The bone 
marrow obtained by sternal puncture showed eryth- 
ropoietic hyperplasia with a pronounced _prolif- 
eration of erythrogigantoblasts approaching the 
type of neoplastic cells. Therapy with liver extracts, 
vitamin B,., iron, and blood transfusions was in- 
effective. The patient rapidly grew worse and died 
in 3 months. The disease is a malignant form of 
idiopathic erythremic myelosis with exclusive med- 
ullary localization, which interferes with normal 
hematopoiesis and which is entirely different from 
erythroleukosis and from either symptomatic or 
primary chronic leukoerythroblastosis. 


Nonsyphilitic Interstitial Keratitis and Bilateral 
Deafness (Cogan’s Syndrome) Associated with Car- 
diovascular Disease. B. Eisenstein and M. Tauben- 
haus. New England J. Med. 258:1074-1079 (May 29) 
1958 [Boston]. 


Nonsyphilitic interstitial keratitis with vestibulo- 
auditory symptoms was first recognized as a clinical 
entity by Cogan in 1945. This syndrome usually 
occurs in young adults and is of sudden onset, 
initiating with either the ocular or the aural mani- 
festations. The vestibuloauditory symptoms are 
similar to those seen in Méniére’s syndrome and 
consist of sudden onset of vertigo, tinnitus, nausea, 
vomiting, and rapid development of deafness. With 
the appearance of deafness, which is often com- 
plete, the vestibular symptoms subside. The ocular 
findings are often much less dramatic, and the date 
of onset may be established only in retrospect. The 
patient may have lacrimation, sensation of a foreign 
body present, blurring of vision, and blepharo- 
spasm. Of great interest is the association of this 
syndrome with systemic disease, in particular of the 
cardiovascular apparatus. 

The authors present the histories of 3 patients 
with Cogan’s syndrome, who were observed at the 
Michael Reese Hospital in Chicago in recent years. 
In the first patient an aortic insufficiency due to a 
valvulitis developed after the onset of the eye-and- 
ear symptoms. The valvulitis led to valvular aneu- 
rysm formation, perforation of an aortic cusp, 
congestive heart failure, and death. Autopsy re- 
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vealed a healed endocarditis, with unusual fibrinoid 
deveneration of the aortic valves, as well as arteritic 
changes in the small branches of the coronary 
arteries that had led to multiple small infarctions 
of the myocardium. The history of the second 
patient had been described previously by Oliner 
and co-workers, and the account given here was a 
7-year follow-up study. In this patient the vestibulo- 
auditory and corneal involvement was followed by 
an extensive necrotizing angiitis, which subsided 
after a stormy course and left no apparent residual 
damage to the cardiovascular system. The history 
of the third patient is of interest, because an inter- 
val of almost 2 years elapsed between the onset of 
the keratitis and the auditory symptoms. Except 
for undiagnosed transient pulmonary findings, no 
systemic manifestations could be proved. Review- 
ing the literature, the authors call attention to the 
frequency of cardiovascular disease, which suggests 
that Cogan’s syndrome may represent a part of a 
more generalized disease in which the heart and 
the small vessels may become involved. 


Pulmonary Hypertrophic Osteoarthropathy (Peri- 
ostitis): Its Absence in Pulmonary Tuberculosis. 
A. B. Skorneck and L. B. Ginsburg. New England 
J. Med. 258:1079-1082 (May 29) 1958 [Boston]. 


Clubbing and hypertrophic osteoarthropathy 
usually reflect disease in the lungs. Under some 
concepts of etiology, the osteoarthropathy _ is 
regarded as simply an advanced response of tissue 
to the same stimulus that causes clubbing. This 
“unified” theory has tended to obscure real 
differences between clubbing and_ hypertrophic 
osteoarthropathy. The authors apply the term “pul- 
monary hypertrophic osteoarthropathy” to the 
roentgenographically demonstrable changes of 
bone and soft tissue that occur in association with, 
or as a result of, pulmonary disease. These changes 
are distinct from the physical findings of clubbing, 
a term that should apply only to the soft-tissue and 
nail alterations in the fingers and toes. Clubbing is 
frequently observed in patients with many varieties 
of pulmonary disease and is occasionally found in 
other chronic states not related to primary lung 
disorders. It rarely produces symptoms and_ is 
usually discovered on routine physical examination. 
Pulmonary osteoarthropathy, on the other hand, 
may cause symptoms ranging from mild aches to 
severe pains in the region of the affected bones and 
nearby joints; it is not detected unless it is sympto- 
matic, and the examining physician is then curious 
enough to obtain roentgenograms of the affected 
part. 

If pulmonary osteoarthropathy were simply a 
more advanced stage of the same process that 
causes clubbing, one would expect that among 
tuberculous patients with advanced disease and 
pronounced clubbing the roentgenographic fea- 
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tures of pulmonary osteoarthropathy would be 
manifested at least occasionally. Roentgenograms 
were made of the hands, including the distal part 
of the radius and ulna, in every patient admitted 
to the tuberculosis building of the West Haven 
(Conn.) Veterans Administration Hospital. Over a 
period of 3 years, 390 newly admitted patients were 
examined. It was found that no patient with active 
tuberculosis had pulmonary hypertrophic osteo- 
arthropathy. Three cases of pulmonary osteoar- 
thropathy were uncovered incidentally during this 
period of observation among a number of patients 
who were admitted to the hospital with a presump- 
tive diagnosis of pulmonary tuberculosis. It is in- 
teresting that none of the patients with pulmonary 
osteoarthropathy actually had tuberculosis. The 
final diagnoses were lung cancer in 2 patients and 
pyogenic abscess in 1. Rarely, pulmonary osteo- 
arthropathy may develop in complicated thoracic 
tuberculosis, such as empyema. Given a_ patient 
with pulmonary disease, the discovery of osteo- 
arthropathy (periostitis) by x-ray examination of 
the extremities militates against a diagnosis of 
tuberculosis. 


Suppurative Arthritis Complicating Rheumatoid 
Arthritis. J. H. Kellgren, J. Ball, R. W. Fairbrother 
and K. L. Barnes. Brit. M. J. 1:1193-1200 (May 24) 
1958 [London]. 


The authors report on 12 patients, between the 
ages of 37 and 66 years, with rheumatoid arthritis 
in whom bacterial infection occurred in connective 
tissues and on 13 patients, between the ages of 7 
and 67 years, with monarticular suppurative arth- 
ritis associated in most cases with trauma, pene- 
trating wounds, or an obvious source of infection. 
These 25 patients were the only ones with sup- 
purative arthritis among 91,815 patients admitted 
to the Manchester Royal Infirmary during the years 
from 1950 through 1957; these findings show the 
rarity of the condition. In 9 of the first group of 12 
patients, the condition was a suppurative arthritis 
which was often polyarticular, resembling an ex- 
acerbation of the rheumatoid process. The infect- 
ing organisms were of the coliform group in 2 pa- 
tients and were staphylococci in 10 patients, of 
whom only 3 were sensitive to penicillin. The 
febrile and leukocytic response to infection with 
these organisms was often modified or absent, and 
in some patients the widespread suppuration was 
revealed only by a systematic examination of the 
joints at autopsy. Five of the 12 patients with 
rheumatoid arthritis died, while not 1 patient of 
the 13 with suppurative arthritis died. It seems that 
the prognosis can also be much improved in the 
first group, provided that the correct diagnosis of 
suppurative bacterial infection is made at an early 
stage and the infecting organisms can be cultured 
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from either the blood or the infected joint fluid, so 
that their sensitivity to the available antibiotics can 
be assessed. 

The diagnosis in the second group presented no 
difficulty, since the symptoms conformed to the 
classical description of monarticular suppurative 
arthritis. These patients responded promptly to the 
antibiotic therapy, and their illness never became 
serious. The most useful indication of bacterial in- 
fection was increased pain and swelling in several 
joints, accompanied by deterioration in general 
health and the occurrence of rigors or unexpected 
discharge of pus. Absence of the normal response 
to bacterial infection with pyogenic organisms pre- 
sented a major difficulty. In some patients staphy- 
lococcic pus was present, the white blood cell 
counts were 4,300 and 5,800 per cubic millimeter, 
and the patients remained afebrile, while other 
patients had fever from the active rheumatoid dis- 
ease, and it was only when the fever increased and 
became remittent that it became apparent that an 
infective process had supervened. Widespread in- 
fection of joints and bones should be suspected in 
any patient with rheumatoid arthritis in whom there 
is a sudden deterioration or an unexplained re- 
mittent fever, especially if a history of rigors can 
be elicited. Aspiration of all the more painful joints, 
with culture of the joint fluid, and repeated blood 
cultures are required, since this appears to be the 
only certain way of arriving at a correct diagnosis. 
If diagnosis can be made at an early stage, appro- 
priate antibiotic therapy and energetic treatment 
can give excellent results in what may otherwise be 
a fatal condition. 


Atypical Heat Stroke with Hypernatremia, Acute 
Renal Failure, and Fulminating Potassium Intoxi- 
cation. C. R. Baxter and P. E. Teschan. A. M. A. 
Arch. Int. Med. 101:1040-1050 (June) 1958 [Chi- 
cago]. 


The persistance, after initial diagnosis, of injuries 
attributable to heat stroke indicates that treatment 
with intravenously or orally administered saline solu- 
tions alone may be inadequate to prevent further 
disability imposed by a heat load. Two vital princi- 
ples in the treatment of heat stroke are the rapid 
reconstitution of the circulating blood volume and 
the rapid lowering of temperature. The potential 
volume of the vascular tree is greatly enhanced by 
cutaneous and muscular dilatation to the extent 
that large quantities of salt and water are necessary 
to meet the discrepancy between the existing blood 
volume and the expanded vascular space. The rapid 
dissipation of body heat (which is best accom- 
plished by immersion in ice water until the tem- 
perature falls below 101 F [38.33 C] or by alcohol 
sponging in the absence of shock and excessive 
hyperpyrexia) reduces the quantities of salt and 
water necessary to meet this discrepancy. Thus, in 
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the initial stages of therapy, the administration of 
levarterenol is contraindicated in that the general- 
ized increase in peripheral vasoconstriction reduces 
the blood flow to the body surfaces, thereby im- 
pairing heat loss and accentuating the basic physio- 
logical defect. From this clinical setting of persistent 
shock and hyperpyrexia in the case of 2 patients 
(and even with a transitory recovery from shock in 
1 other patient), the authors describe a progressive 
downhill course, which was characterized by tachy- 
cardia, coma, tachypnea, oliguria, fulminating hy- 
perkalemia, and metabolic acidosis. 

Hypernatremia, preceding or accompanying heat 
stroke, may influence the clinical picture. Several 
of the 100 patients reported by Austin and Berry 
had an elevated serum potassium level, as did the 
3 patients reported here in whom the central nerv- 
ous system symptoms were extremely severe. Other 
reports of patients with heat injury mention a small 
but definite incidence of oliguria and acute tubular 
necrosis, the development of which has not been 
correlated with the clinical course. Histological 
changes of acute tubular necrosis were present in 
the authors’ 3 patients, although an antemortem 
diagnosis could not be made in 2 in the presence 
of shock. In the absence of prompt diagnosis and 
vigorous therapy a bizarre clinical picture may 
result, including shock, oliguria, and continued 
hyperpyrexia, with abrupt elevation of serum po- 
tassium level resulting in death from fulminating 
myocardial potassium intoxication. 


Tuberculous Tracheobronchial Lymph-Node In- 
volvement in Maturity. J. Le Melletier and T. T. 
Caulet. Semaine hép. Paris 34:1425-1436 (May 18) 
1958 (In French) [Paris]. 


Active tuberculosis of the tracheobronchial lymph 
nodes, alone or in association with pulmonary 
lesions, seems to be comparatively common in 
middle-aged and elderly patients. Affected lymph 
nodes larger than a hazelnut were found at autopsy 
in 14 of 20 tuberculous subjects, aged more than 
40 years. Three were due merely to anthracosis 
without evident specific lesions. The other 11 were 
found in subjects with caseosclerous tuberculosis 
(6), caseous tuberculosis without significant sclerosis 
(3), and alveolar tuberculosis (2). The specific for- 
mations observed in most of the specimens (9 out 
of 11) appeared to be at least partly recent in origin. 
The combination most often found was the presence 
in a single node of active tuberculous lesions and 
dense sclerosis that had apparently existed for a 
long time. Extension of the tuberculous process to, 
or rupture of the lymph-node lesions into, the ad- 
jacent organs, especially the bronchi, is the prin- 
cipal anatomic characteristic of this type of lymph- 
node involvement, which is usually found only at 
autopsy, often passing unnoticed during the pa- 
tient’s life. Roentgenographic pictures suggestive 
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of lymph-node involvement, however, are found in 
many older patients with endotracheal tuberculosis. 

The principal bronchoscopic findings are anthra- 
cotic ulceration and deforming bronchitis. The co- 
existence of tracheobronchial lymph-node involve- 
ment with ordinary pulmonary tuberculosis has 
little effect on the course of the disease, but when 
the tracheobronchial lymph-node involvement, 
either alone or with discrete pulmonary lesions, is 
the dominant condition, the clinical picture is quite 
different. Hemoptysis, sometimes repeated, was the 
warning symptom in 5 of the authors’ patients. 
Recurrent bronchial attacks and enlarged lymph 
nodes in the neck each led to discovery of the con- 
dition in 2 patients, and in 2 others it was detected 
on roentgenologic examination. The course is usual- 
ly torpid, but severe complications, such as pleurisy 
and tuberculous pleuropericarditis, may occur. 
Various nonspecific factors probably enter into the 
development or reawakening of tuberculous 
tracheobronchial lymph-node infection, but un- 
doubtedly the most important are denutrition and 
advanced age, local irritation caused by anthracotic 
or calcareous deposits, and ordinary infections. 


Osteomyelosclerotic Disease. G. Levi and C. Almici. 
Policlinico (sez. prat.) 65:567-577 (April 14) 1958 
(In Italian) [Rome]. 


Four patients with osteomyelosclerosis were hos- 
pitalized with the following symptoms: pain in the 
bones, pallor, general weakness, abdominal pain, 
mostly in the splenic region, and splenomegaly. 
Anemia was present in 3 patients, a mild leukocy- 
tosis in 1, and a small decrease in blood platelet 
count in 1. Material obtained by spleen biopsy in 
2 patients revealed the presence of metaplastic 
myeloid tissue. Hardened bone obstructed the com- 
pletion of sternal biopsy in all patients except 1, 
from whom only a small amount of bone marrow 
was obtained. Urobilinuria and indirect hyper- 
bilirubinemia were found in 1 patient only; how- 
ever, the Coombs test and the erythrocyte fragility 
test showed normal values. Roentgenologic findings 
revealed osteosclerotic changes in all skeletal parts 
in 2 patients and in the spinal column only in 2. 

Osteomyelosclerosis is a disease running a chronic 
course. Since every specific therapeutic regimen has 
seemed to be fruitless, the patients were given a 
symptomatic treatment consisting of blood trans- 
fusion and antianemic management. They were 
discharged in an improved but uncured state. One 
patient died shortly after the discharge. Increases 
in both red and white blood cells and enlarged 
platelets were observed in this patient after splenec- 
tomy; histological examination of the resected 
spleen and of material obtained by liver biopsy 
revealed the presence of metaplastic myeloid tissue 


of megakaryocytic type. 
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SURGERY 


Multicentric Carcinomas of the Oral Cavity. C. G. 
Moertel and E. L. Foss. Surg. Gynec. & Obst. 
106:652-654 (June) 1958 [Chicago]. 


Of 732 patients with proved oral cancer seen at 
the Mayo Clinic during the 10-year period from 
1944 through 1953, a total of 64 (or 8.7%) were 
found to have 2 or more discrete oral cancers. As- 
sociated leukoplakia was found in 75% of the pa- 
tients with multiple oral lesions. An overwhelming 
majority of the patients were users of tobacco, 
particularly in the forms which expose the mouth 
to tobacco juices. The tendency to multicentricity 
shown by patients with oral cancer also extends to 
involve the contiguous squamous epithelium of the 
lips, pharynx, larynx, and esophagus. Fifty-five pa- 
tients with oral carcinoma were found to have 
additional primary lesions in these locations, thus 
raising the over-all occurrence rate of multicen- 
tricity to 16.4%. When oral cancer develops, all the 
contiguous squamous mucous membranes must be 
considered as highly susceptible to future malig- 
nant change. It is the responsibility of the phy- 
sician to insist on frequent and regular follow-up 
examinations, so that any second lesion may be 
detected and treated in its early stages. It is also 
his responsibility to initiate appropriate prophy- 
lactic measures to eliminate any possible sources 
of carcinogenic irritation to these regions. 


Idiopathic Perforation of the Stomach in the New- 
born. K. B. Castleton and F. F. Hatch. A. M. A. 
Arch. Surg. 76:874-881 (June) 1958 [Chicago]. 


After the elimination of those cases of perforation 
of the stomach in the newborn infant thought to 
be due to peptic ulcer disease, to the passage of a 
gastric tube, to the administration of oxygen, to 
trauma of the chest and abdomen, and to obstruc- 
tion, infection, anoxia, intracranial lesions, and 
vascular lesions, there still remains a group of cases 
which constitute an entity better termed “idio- 
pathic perforation of the stomach in the newborn.” 
In order to fall in this category, the case should 
fulfill the following criteria: (1) be that of a new- 
born infant from a few hours to a few days old; 
(2) have no evidence of a peptic ulcer; (3) have no 
evidence of perforation of the stomach by gastric 
tubes or by the administration of oxygen, or of 
trauma to the chest and abdomen; and (4) have no 
evidence that perforation occurred as the result of 
obstruction of the intestine, of vascular lesions of 
the stomach, or of significant cerebral lesions. A 
review of the literature indicates that some 40 cases 
fulfill these criteria. Male patients outnumber fe- 
male patients in a ratio of 2.5:1. The youngest 
patient was 11 hours old and the oldest 10 days old 
at the onset of symptoms. Race plays no role, and 
only 1 case had been reported with a positive Was- 
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sermann reaction. Too few cases have been re- 
ported to fully evaluate the significance of the Rh 
factor. Twenty-two of the 24 patients that had x-ray 
studies showed free air in the peritoneal cavity. 
Operation was done on 23 patients, with 8 survivals. 
None of the infants not operated on survived. The 
muscular layer in 13 of the infants was reported 
absent at the site of perforation and thinned out in 
5 others. Six of the infants exhibited congenital 
anomalies; however, none of them were premature 
infants. Of the 30 cases reported, the site of per- 
foration was on the greater curvature in 22, on the 
lesser curvature in 4, on the anterior wall in 2, in 
the fundus in 1, and in the cardia in 1. 

Typically, the infant is born with little or no 
trouble, is often small, and is frequently premature, 
with a higher than normal incidence of congenital 
defects. He remains well for a few hours and then 
may refuse feedings, vomit, demonstrate a high, 
low, or normal white blood cell count, and some- 
times have fever. In addition to having a tense, 
distended, and often edematous abdomen, he is 
frequently dyspneic and even jaundiced. X-ray 
examination gives a remarkably uniform picture of 
large amounts of free air in the abdomen, especially 
in the upper portion. The only treatment is surgical 
and must be done early, for, as soon as the peri- 
toneum is incised, gas escapes under pressure and 
evidence of peritonitis is seen. The authors report 
3 cases, making a total of 43 cases of this type re- 


ported. One patient is of interest in that his case 
was diagnosed preoperatively; he was successfully 
operated on after the first and second perforations, 
only to develop a third perforation from which 


he died. 


Results of Surgical Treatment for Severe Chronic 
Gastritis. E. S. Judd and C. C. Edwards. A. M. A. 
Arch. Surg. 76:882-887 (June) 1958 [Chicago]. 


An ever-increasing experience with patients who 
exhibited severe symptoms, including repeated 
hemorrhage, and who were given a definite diag- 
nosis of ulcer, polypoid disease, or cancer after 
thorough study by competent internists, but who 
were found on surgical exploration to have only 
severe gastritis, prompted the authors to analyze a 
series of cases in which this problem had presented 
itself. The records of the Mayo Clinic between 
Jan. 1, 1946, and Dec. 31, 1950, were examined to 
obtain material for this study, and revealed 51 
cases of severe chronic gastritis as the proved sur- 
gical pathological entity without any other coexist- 
ing gastric or duodenal disease. The patients 
ranged in age from 33 to 65 years, the average age 
being 50.2 years. The preoperative clinical diagnosis 
proved to be extremely difficult and variable. Gas- 
tric analysis appears to have made only a minor 
contribution to the diagnosis. In a great majority 
of the cases there was unequivocal x-ray evidence 
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of serious gastric or duodenal disease. Little em- 
phasis was placed on gastroscopy in view of the 
limitations of the procedure. 

Of the 51 patients, 32 had been treated immedi- 
ately by partial gastrectomy, 16 had undergone 
gastrotomy with internal examination of the stom- 
ach and biopsy of at least 1 area of the mucosa, 
and 3 had submitted to vagotomy after biopsy. A 
large group (72%) of patients who had resection 
were considerably improved, as indicated over the 
course of a 7-year follow-up study. Mere gastrotomy 
with biopsy was definitely less successful than re- 
section, although medical management subsequent- 
ly has kept many of these patients relatively 
comfortable. Several patients would appear to have 
been helped by vagotomy. Only 9 of the patients 
had experienced gastrointestinal hemorrhage be- 
fore operation, either melena or hematemesis, or 
both. Two patients of the resection group con- 
tinued to bleed after operation. The exact nutri- 
tional difficulty experienced by the patient was 
rather difficult to evaluate from the history prior 
to operation, and the analysis did nothing to clarify 
this issue. Likewise, it was difficult to assess the 
nutritional status of patients after operation, al- 
though it was learned that 2 patients in the resec- 
tion group had “dumping syndrome” in the early 
weeks after resection and have continued to com- 
plain of rapid filling, weakness, difficulty in main- 
taining their weight, and a constant necessity for 
taking iron and vitamins and for supportive ther- 
apy. The complications after surgical management 
were in no way remarkable. No deaths in the hos- 
pital followed surgical treatment for these patients, 
and none of the patients have yet demonstrated a 
malignant gastric lesion. Thus, when a surgeon is 
confronted with a problem of severe gastritis, hav- 
ing already committed himself to laparotomy, in the 
light of present-day morbidity and mortality possi- 
bilities, gastric resection should be given serious 
consideration. 


Surgical Treatment for Endocardial Fibroelastosis 
or Anomalous Left Coronary Artery: Four Years’ 
Experience with Poudrage. R. N. Paul and S. G. 
Robbins. Am. J. Cardiol. 1:694-705 (June) 1958 
[New York]. 


The authors report on 4 boys and 6 girls, between 
the ages of 6 and 24 months, who were operated 
on for either anomalous left coronary artery or 
primary endocardial elastosis by means of the 
poudrage technique, a relatively simple procedure 
of instilling sterile talc powder into the pericardial 
sac over the surface of the left ventricle. The first 
4 patients operated on have been followed for 4 
years. Of the 4, 1 died during the immediate post- 
operative period; the other 3 are all living and 
well, and none of them is now receiving digitalis. 
All 3 patients seem to be clinically improved in 
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comparison with their preoperative condition. The 
first patient seems to have progressed better, in 
general, than the other 2; he is completely asymp- 
tomatic and appears entirely normal in all respects 
except for heart size. In the second patient, multiple 
premature ventricular contractions and cardiac de- 
compensation occurred 1 year after operation and 
necessitated resumption of digitalis therapy. Ad- 
ministration of digitalis was discontinued 8 months 
later, with no further signs of heart failure but with 
occasional occurrence of premature contractions. 
The third patient continues to manifest very mild 
dyspnea, which has persisted in this degree since 
shortly after the operation. Of the remaining 6 pa- 
tients, 3 died, and the 3 survivors have been fol- 
lowed from 2% to more than 3 years postopera- 
tively. All the survivors are clinically well without 
having received digitalis for more than 2 years. The 
6 survivors of both groups now range in age from 4 
years to 4 years and 9 months and have shown im- 
provement with respect to weight curve (Iowa 
State grid), heart size, and/or cardiothoracic ratio. 
It is felt that considerably more time is necessary 
for absolute proof of the merit of surgical treatment 
with the aid of poudrage, but with up to 4-year 
survival associated with general clinical improve- 
ment in the 6 survivors, the authors are quite en- 
thusiastic that the procedure is beneficial. 


Adrenalectomy for Hyperfunctioning Lesions of 
the Adrenal Cortex. E. H. Ellison and G. J. Hamwi. 
A. M. A. Arch. Surg. 76:843-856 (June) 1958 [Chi- 
cago]. 


This report of adrenocortical hyperfunction 
problems is based upon cases reported in the litera- 
ture and upon 12 cases in which the patients were 
treated by total or subtotal adrenalectomy; the 
latter include 8 cases of primary Cushing's syn- 
drome, 2 cases of Cushing’s syndrome secondary to 
pituitary tumor, 1 case of pituitary aldosteronism, 
and 1 case of congenital virilism associated with an 
adrenocortical carcinoma. For the purpose of clari- 
fication, the lesions have been categorized as (a) 
functioning tumors of the adrenal cortex and (b) 
adrenocortical hyperfunction without tumor. These 
categories are further subdivided into 3 disease 
entities according to the hormone secreted in ex- 
cess: (1) Cushing's syndrome produced by excessive 
hydrocortisone; (2) aldosteronism produced by ex- 
cessive aldosterone; and (3) virilism produced by 
excessive adrenal androgens. On occasion these 
tumors are capable of secreting excessive amounts 
of estrogens resulting in feminization. The adrenal 
cortex is capable of secreting any combination of 
the above factors, so that mixed syndromes mani- 
festing any or all of the clinical findings seen in 
Cushing’s syndrome, aldosteronism, or virilism are 
present. 
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All 8 patients with primary Cushing’s syndrome 
are alive and well, the time since operation varying 
from 3 months to 5 years. Age at operation ranged 
from 7 to 52 years. Of the 6 patients on whom sub- 
total adrenalectomy was performed, one required 
the removal of additional adrenal tissue for 
persistence of symptoms, and another required 
replacement therapy. Two patients underwent suc- 
cessful total adrenalectomy. Three of the 8 patients 
with primary Cushing’s syndrome developed the 
following postoperative complications: paralytic 
ileus, 1; atelectasis, 2; and infections, 2. Six of the 
8 patients had preoperative systolic blood pressures 
in excess of 150 mm. Hg; 5 of them are now nor- 
motensive. Preoperative blood pressures in the 2 
patients who underwent total adrenalectomy were 
225/142 and 180/120 mm. Hg, respectively; both 
these patients are now normotensive. The single 
operative death in the series was due to hemor- 
rhage secondary to an abnormal clotting mecha- 
nism in 1 of the patients with a primary pituitary 
tumor. Several months after subtotal adrenal- 
ectomy, the 1 patient with aldosteronism developed 
increased intracranial pressure, which responded to 
ventricular taps and eventually to cortisone re- 
placement therapy. The 1 patient with virilism 
menstruated several months ago; her body contour 
is now more feminine, and her general well-being 
is excellent. 

The operative approaches to the adrenal glands 
are many and varied. Several considerations are 
paramount in the selection of an approach. First, 
the surgeon must be able to visualize both of the 
adrenal glands before deciding upon the definitive 
operative procedure. Second, he should be able to 
explore the ovaries for disease simulating cortical 
hyperfunction or tumor. Finally, the site of cortical 
rests should be examined for aberrant adrenal 
tissue. The only procedure found to meet all these 
criteria is the anterior transabdominal approach, 
which permits exposure of all adrenal tissue, in- 
cluding sites of cortical rests, as well as exploration 
for ovarian disease. 


An Evaluation of Implantation of the Internal 
Mammary Artery into the Myocardium of Pigs and 
Dogs. H. H. Patt, M. Goldberg, J. V. Clift and B. 
Lourvanij. J. Thoracic Surg. 35:699-705 (June) 1958 
[St. Louis]. 


In their studies on the revascularization of the 
myocardium, the authors were particularly inter- 
ested in the internal mammary artery implant. They 
selected the weanling pig for their studies primarily 
because its coronary circulation is of the end-artery 
type and very closely approximates that of the hu- 
man being. It has been shown that ligation of the 
left anterior descending artery in the pig results 
in almost 100% mortality within 15 minutes. Of 
25 pigs which survived the implantation of the left 
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internal mammary artery into the myocardium of 
the left ventricle, 11 were operated on after a 6-to- 
12-week period, and a test’ ligation of the left an- 
terior descending artery was performed. Of this 
group, 10 died promptly of ventricular fibrillation, 
suggesting a failure of the implant to protect the 
myocardium from the effects of left anterior de- 
scending artery ligation. Postmortem examination 
in each of these 10 animals revealed gross and mi- 
croscopic occlusion of the implanted internal mam- 
mary artery. Fourteen of the pigs with internal 
mammary artery implants grew too large to handle 
for secondary operation in the laboratory. These 
were slaughtered at an abattoir, and the hearts 
were removed for examination. In no instance was 
an anastomosis demonstrable between the internal 
mammary artery implant and the coronary circu- 
lation. Only 1 pig in the series of 25 could be con- 
sidered to have a successful internal mammary 
artery implant. 

In another series of tests the authors used mon- 
grel dogs, duplicating the conditions of Vineberg’s 
1946 experiments on internal mammary artery im- 
plantation. A significant anastomosis was demon- 
strable in only 1 of 19 dogs (5.3%) subjected to 
implantation of the internal mammary artery after 
partial ligation of the left anterior descending ar- 
tery. The authors concluded that in their hands 
the implantation of the internal mammary artery 
into the myocardium was not a satisfactory method 
for improving the blood supply to the heart. 


Nonpenetrating Traumatic Injury of the Aorta. 
L. F. Parmley, T. W. Mattingly, W. C. Manion 
and E. J. Jahnke Jr. Circulation 17:1086-1101 (June) 
1958 [New York]. 


Of 1,174 persons who died of nonpenetrating 
traumatic injury of the heart and aorta and on 
whom autopsy was performed at the Armed Forces 
Institute of Pathology in Washington, D.C., 27 
had rupture of the aorta, and 21 had laceration 
involving only 1 or 2 layers of the aorta. The total 
number of 296 cases of nonpenetrating traumatic 
injury of the aorta suggests that this lesion should 
be suspected more frequently in the traumatized 
person. In 114 of the 275 persons the aortic rupture 
was produced by an automobile accident. The 
aortic isthmus, just distal to the left subclavian 
artery, was the commonest site of rupture; the 
rupture occurred at this site in 124 of the 275 
persons. Thirty-eight of the 275 persons survived 
the initial injury for a time, an over-all survival 
rate of 13.8%, but this figure included those with 
associated cardiac injury. Almost 20% of all persons 
who sustain a traumatic rupture of the aorta with- 
out associated cardiac lesions may be expected to 
survive at least temporarily. One hundred one 
(36%) of the 275 persons had minimal or no external 
evidence of chest injury, despite a high incidence 
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of rib fracture. Although many patients were in 
shock initially, blood pressure was within normal 
range in 10 and became normal in an additional 19 
soon after measures to combat shock were insti- 
tuted. Chest or abdominal pain, dyspnea, tachy- 
cardia, hemoptysis, and cyanosis were the more 
common clinical manifestations. These signs and 
symptoms were most often attributed to other in- 
juries, frequently to associated pulmonary lesions. 
These observations emphasize that external evi- 
dence of trauma may be minimal and that initial 
evidence of definite cardiovascular injury may be 
lacking. Roentgenologic signs of a widened medi- 
astinum, evidence of persistent thoracoabdominal 
hemorrhage, and the appearance of delayed hemo- 
thorax represent early diagnostic criteria of aortic 
rupture. 

Diagnosis of aortic rupture is easiest in those 
cases in which a traumatic false aneurysm of the 
aorta develops and then remains stable and asymp- 
tomatic. Routine x-ray examination of the chest was 
the means whereby diagnosis was made in 9 pa- 
tients. The causation of the aneurysm is suggested 
when the past history is evaluated in the light of 
the x-ray findings. Prompt diagnosis of traumatic 
rupture of the aorta is essential if surgical treat- 
ment is to be performed before fatal sequelae de- 
velop. Surgical treatment of a traumatic aneurysm 
of the aorta that is producing no symptoms and 
has been shown to have remained unchanged over 
a period of years should be approached only after 
careful consideration. Successful surgical resection 
of a traumatic aneurysm of the aorta and repair of 
the defect with aortic homografts in 2 patients are 
reported. 


Five Year Survival After Anterior Resection for 
Carcinoma of the Rectum and Rectosigmoid. C. W. 
Mayo, M. Y. Laberge, and W. M. Hardy. Surg. 
Gynec. & Obst. 106:695-698 (June) 1958 [Chicago]. 


Records of 171 patients who had undergone an- 
terior resection for carcinoma of the rectum and 
rectosigmoid at the Mayo Clinic in 1950 and 1951 
were reviewed, and this series was compared with 
336 cases of anterior resection performed from 1945 
through 1949. The age and sex of the patients, the 
proctoscopic level of the lesions, and the grade of 
malignancy were essentially the same in both 
groups. During the 5-year period from 1945 through 
1949, there were 15 hospital deaths among the 336 
patients, giving a hospital mortality rate of 4.5%. 
For the 2-year period from 1950 through 1951, there 
were 10 hospital deaths among the 171 patients, 
giving a mortality rate of 5.8%. The 5-year survival 
rate was 3.5 percentage points better in the series of 
cases in 1950 and 1951 than it was in the series 
from 1945 through 1949. The results in the total of 
507 patients with carcinoma of the rectum and 
rectosigmoid treated by sphincter-saving anterior 
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resection were compared with results obtained in 
similar patients treated by sphincter-sacrificing pro- 
cedures. It was concluded that the sphincter-saving 
operation compares favorably from the curative 
standpoint with 1-stage combined abdominoperi- 
neal resection or 2-stage posterior resection per- 
formed for lesions in the controversial segment of 
the intestine; that is, those situated between 6 and 
14 cm. from the dentate margin. 

The authors presented these statistics in order 
to demonstrate that adequate radical resection of 
carcinoma of the upper rectum and rectosigmoid 
does not require removal of the rectal sphincter in 
all cases. The decision as to whether or not the 
sphincter should be sacrificed in individual cases 
must be made by the surgeon. The decision must 
be based on the technical feasibility of removing 
the lesion from above and of excising the intestine 
far enough below the lesion to accomplish com- 
plete extirpation of any distal spread. When this 
is possible, the surgeon is justified in selecting the 
sphincter-saving procedure. 


Surgical Repair of a Traumatic Aortic-Right Ven- 
tricular Fistula. H. King and H. B. Shumacxer Jr. 
J. Thoracic Surg. 35:734-739 (June) 1958 [St. Louis]. 


This report is concerned with an aortic-right 
ventricular fistula of traumatic origin. The patient 
was a 15-year-old boy who was hammering a blank 
cartridge when it exploded and struck him in the 
chest. He was dyspneic on arrival at his local hos- 
pital. A loud cardiac murmur was heard. He was 
transferred to the Indiana University Medical Cen- 
ter in Indianapolis 10 hours after injury. He was 
in acute distress. There were 2 small lacerations in 
the third interspace, about 5 cm. from the midline. 
A small amount of subcutaneous emphysema was 
present over the upper chest on the left side. A 
harsh, grade 4 to 5, continuous murmur was heard 
throughout the entire precordial area but most 
loudly in the second left anterior interspace. A con- 
tinuous thrill was palpated in the same area. Fluor- 
oscopy revealed a slight increase in the size of the 
pulmonary conus and a questionable enlargement 
of the left ventricle. An irregular opaque foreign 
body, measuring 1 cm. in greatest diameter, was 
present in the left anterior mediastinum. The im- 
pression was that the continuous murmur resulted 
from the injury to the chest. Later the authors 
arrived at the erroneous conclusion that the pa- 
tient more likely had a congenital patent ductus 
arteriosus and that the injury was unrelated. The 
site of the injury healed, and the patient was dis- 
charged. 

At a thoracotomy 10 weeks later, a patent ductus 
was not found. The continuous thrill could be pal- 
pated through the pericardium anteriorly in the 
region of the base of the pulmonary artery or right 
ventricular outflow tract. In this area there was 
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dense scar tissue and adhesions of the pericardium 
to the anterior chest wall. Since open cardiotomy 
with bypass of the heart and lungs seemed neces- 
sary, the pericardium was not opened at this time. 
At a bilateral anterior thoracotomy, carried out 
about 6 months after the injury, the venae cavae 
and the left femoral artery were cannulated, and 
cardiopulmonary bypass was begun. After cardiac 
standstill was achieved, the right ventricle was 
opened through a vertical incision made downward 
from the base of the pulmonary artery. The fistula 
was easily seen. It measured about 1 cm. in diam- 
eter. A narrow fibrous band lined the edge of the 
defect. A Kelly clamp was easily passed through 
this opening and emerged within the aorta in the 
region of the right coronary sinus of Valsalva. The 
defect was closed, and the right ventriculotomy 
was then closed. After the clamp was removed 
from the aorta, ventricular fibrillation began, and 
4 electric shocks were necessary to convert the 
heart action to a normal rhythm. After the can- 
nulas were removed, a large part of the scarred 
anterior pericardium was excised. The patient 
gained 13 Ib. (5.9 kg.) in the first 8 weeks after op- 
eration. His exercise tolerance greatly increased. 


Five Cases of Congenital Aneurysm of the Aortic 
Sinuses (of Valsalva) and Notes on the Prognosis. 
H. G. Davidsen, J. Fabricius and E. Husfeldt. Acta 
med. scandinav. 160:455-470 (No. 6) 1958 (In Eng- 
lish) [Stockholm]. 


In most of the recorded cases of aneurysm of the 
aortic sinuses, the diagnosis has been made at 
autopsy. The absence of severe clinical symptoms 
before complications have arisen and the short 
time of survival after the appearance of complica- 
tions may be responsible for the rarity of diagnosis 
in the living patient. During the last few years 5 
patients with congenital aneurysm of the aortic 
sinuses were observed in the Rigshospitalet of 
the University of Copenhagen. [Rupture of an 
aneurysm into the chambers of the heart involves 
an unfavorable prognosis.] Two of the 5 patients 
had a communication from the aorta into the right 
heart. One of these had lived for at least 7 years 
without progression of symptoms; the other had 
symptoms of rapidly increasing cardiac failure and 
died during operation. In 2 patients the aneurysm 
of the aortic sinus was complicated by a backflow 
to the left ventricle, resulting in a hemodynamic 
condition resembling aortic incompetence. The 5th 
patient had no demonstrable abnormality of the 
circulation and only moderate symptoms. 

The causes of death in congenital aneurysm of 
the sinuses of Valsalva were investigated by study 
of the literature. Death may follow rupture of an 
aneurysm into the chambers of the heart, compres- 
sion of the bundle of His, impairment of the aortic 
valvular function, or secondary bacterial endo- 
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carditis. Of 17 patients whose records contained 
information about the localization and size of the 
rupture and the time of survival after the rupture. 
10 had rupture into the right atrium. In these the 
time of survival after the acute onset of symptoms 
ranged from 1 hour to 3 years. Four patients in 
whom the ruptures measured 8-12 mm. died be- 
fore the end of the second month. In contrast to 
this, 4 patients, who survived for more than 1 year, 
had ruptures measuring 5-6 mm. In 1 patient a 
small communication was supposed to have been 
present for a long time, and death occurred 5 weeks 
after an episode probably representing a rupture 
of the aneurysm, which widened the communica- 
tion to its final size of 7 mm. One man, aged 67 
years, had complications in the form of fenestration 
of the aortic cusps and died only 12 days after a 
small rupture. The size of the rupture seems to be 
of importance for the prognosis, and the size of the 
shunt as measured at cardiac catheterization should 
be a valuable means of determinating the prognosis. 

Referral to a cardiac center for a detailed diag- 
nostic study is advisable for patients presenting 
with sudden precordial pain, dyspnea, and signs of 
rapidly increasing cardiac failure, if the physical 
examination reveals a loud systolic/diastolic or 
continuous machinery murmur located near the 
lower end of the sternum. A high pulse amplitude 
and a pistol-shot sound over the femoral artery are 
usually present. The authors believe that surgical 
repair of aneurysm of the aortic sinuses is indicated 
only in the small group of patients in whom an 
aneurysm has ruptured into the right atrium. This 
is provided that (1) a considerable left-to-right 
shunt into the right atrium is present; (2) there are 
no signs of a complicating interventricular septal 
defect; and (3) there is no endocarditis, syphilis, or 
arteriosclerosis. 


Lymphoid Polyps (Benign Lymphoma) of the Rec- 
tum and Anus. F. Holtz and L. A. Schmidt III. 
Surg. Gynec. & Obst. 106:639-642 (June) 1958 [Chi- 
cago]. 


So-called benign lymphoma of the rectum is an 
uncommon, usually solitary, polypoid lesion of the 
lower rectum or anus, composed of lymphoid folli- 
cles which are limited to the mucosa and submu- 
cosa. The chief importance of the condition is that 
it may be diagnosed erroneously as malignant 
lymphoma. Synonyms for this rectal lesion are 
lymphoid polyp, polyp of lymphatic tissue, lym- 
phoma, simple lymphoma, abnormal accumulation 
of lymphoid follicles, primary lymphoid tumors of 
the rectum resembling internal hemorrhoids, and 
benign lymphoid hyperplasia of the rectum. All the 
noncarcinomatous or nonadenomatous polyps of 
the rectum and anus seen in the department of 
pathology of the University of Michigan Medical 
Center from July, 1935, to June 30, 1955, were re- 
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viewed. There were 24 cases that met the criteria 
of “benign lymphoma” or lymphoid polyp. During 
this same period, 7 examples were diagnosed as 
malignant lymphoblastoma primary in the rectum. 
The 24 patients included 16 women and 8 men. 
The ages ranged from 21 to 64 years, with the 
greatest concentration in the 4th decade. 

Sixteen patients complained of rectal bleeding, 
which varied in frequency from an_ occasional 
streaking of the stool to a loss of one-half cupful 
of blood with each stool. Constipation was the next 
most frequent complaint reported by 9 patients; 
and only 1 patient complained of diarrhea. A mass 
was detected on routine physical examination in 8 
patients, while in 3 others a mass protruded at 
defecation. Seven patients complained of vague 
rectal pain. In 8 patients there were concomitant 
hemorrhoids, and 1 patient had colonic diverticu- 
losis. The polyps varied from 5 mm. to 3 cm. in 
diameter and occurred from the level of the anal 
sphincter to 14 cm. above this area. None of the 
patients had more than 3 polyps. Twenty-one pa- 
tients could be traced for follow-up. Three had 
died, from 2 to 14 years after removal of the lesion, 
of other causes, and there was no evidence of re- 
currence in these patients. One patient who was 
alive 20.7 years later had symptoms of recurrence. 
Seventeen patients are alive and asymptomatic. 
Histological studies on the lymphoid polyps re- 
sulted in the conclusion that these lesions are the 
result of chronic inflammation, possibly at the site 
of minor anatomic abnormalities. The authors feel 
that the term “lymphoid polyp” may be preferable 
to the term “benign lymphoma.” 


Auscultation as an Important Aid to the Diagnosis 
of Fractures. J. C. Colwill and E. H. Berg. Surg. 
Gynec. & Obst. 106:713-714 (June) 1958 [Chicago]. 


The authors add osteophony, as another classical 
sign present in fractures, to the existing list of local 
swelling, ecchymosis, deformity, crepitus, and local 
bone tenderness. Except for crepitus, osteophony 
is the only one which is directly dependent upon 
the break in the bone, rather than the effect of 
trauma upon the surrounding soft tissue. Unlike 
crepitus, or even local bone tenderness, the sign is 
elicited without manipulation at the fracture site. 
Only a stethoscope and the percussing finger are 
required for the test. In general, one subcutaneous 
bony area distal and one proximal to the site of 
the suspected fracture are selected. With the stetho- 
scope over one site, the other site is tapped with 
a force similar to that used in percussion of the 
chest. The sound heard is compared with that 
heard over an identical area on the opposite ex- 
tremity. The sites for auscultation and percussion 
may be distally removed from the fracture by 1, 2, 
or more joints. In the case of a fracture, the affected 
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extremity conducts a sound of much less intensity 
and pitch than that heard on the compared normal 
side. 

The test was applied to 50 normal patients and 
to 50 consecutive patients with fractures. In every 
case of fracture of the long bones, other than the 
impacted fracture of the head of the femur, in 
which x-ray examination demonstrated solid corti- 
cal contact, the test was positive. In all cases of 
fracture about the ankle joint, the test was nega- 
tive because of difficulty in applying the test to 
fragments on either side of the fracture line. In 
1 fractured pelvis the test was negative because 
of adequate cortical contact of at least 1 ramus. 
The authors conclude that this method of fracture 
diagnosis, which utilizes the alteration of sound 
conduction through bone and requires only the 
stethoscope, might prove useful in mass catastrophe 
triage. 


Failure of Migration of the Rectal Opening as the 
Cause For Most Cases of Imperforate Anus. A. H. 
Bill Jr. and R. J. Johnson. Surg. Gynec. & Obst. 
106:643-651 (June) 1958 [Chicago]. 


The authors studied 70 cases of anorectal anom- 
alies during the past 9 years. In 2 patients an anal 
opening was present at the usual site, but one of 
these had a supra-anal stenosis and the other had 
an atresia of the rectum. In this report the authors 
discuss a group of 68 infants in whom they found 
no opening at the usual position of the anus. In 
64 of these an opening was demonstrated from the 
tip of the rectum into the lower bladder or pos- 
terior urethra in the male, or into the lower vagina 
in the female, or else anteriorly placed in the 
perineum in either sex. In only 4 patients with 
no opening at the normal anal position did the 
large intestine end blindly. Studies of the embryo- 
logic source material and deductions from their 
own material suggested to the authors that the 
rectal opening normally “migrates” as an almost 
separate entity caudalward during the formation 
of the septum which divides the cloaca into the 
urogenital system and the rectum. When the rectal 
opening reaches the level of the developing peri- 
neum, it appears to be moved posteriorly to its 
normal position where it becomes encircled by the 
separately formed sphincter ani externus. When 
this “migration” is arrested and the rectal opening 
does not reach the normal position of the anus, 
one should expect to find the rectal opening some- 
where along its course. Thus, the concept of “in- 
complete migration” of the rectal opening is sug- 
gested as the probable cause in the majority of 
cases of imperforate anus. 

Other investigators who have reported on large 
series of infants with imperforate anus also empha- 
sized the fact that one must be prepared to find 
an abnormal connection between the rectal pouch 
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and the genitourinary tract, the vagina, or the peri- 
neum. When an ectopic opening is present and 
yet goes unrecognized, and the rectum is brought 
down to the normal anal position without dividing 
the original opening into the urinary tract in the 
male or the vagina in the female, the results leave 
a good deal to be desired. The ectopic opening 
may be minute or practically microscopic, espe- 
cially in the male. Yet the authors believe that it 
must be found and closed by mobilizing the rectal 
portion downward to form the new opening at the 
position of the sphincter ani externus. The authors 
comment on the classification of abnormalities of 
rectum and anus proposed by Ladd and Gross in 
1934, which allows uniformity in reporting cases. 


NEUROLOGY & PSYCHIATRY 


Encephalomyelitis Myalgica Epidemica, a Disease 
Resembling Poliomyelitis (Epidemic Neuromyas- 
thenia, Benign Myalgic Encephalomyelitis). O. 
Gsell. Schweiz. med. Wehnschr. 88:488-491 (May 17) 
1958 (In German) [Basel, Switzerland]. 


The author reports on 3 epidemic outbreaks in 
Switzerland of a disease resembling poliomyelitis; 
1 in a hospital in Frohburg, canton St. Gallen, in 
1937; 1 in a military encampment in Degersheim 
in 1939; and 1 in another military encampment in 
Erstfeld in 1937. The epidemic in Frohburg oc- 
curred in a gynecologic ward and involved 7 nurses, 
5 patients, 1 physician, 1 nurse’s aid, and 3 con- 
tact persons; 3 of the affected persons had pareses, 
8 showed the clinical aspect of meningitis, and in 
6 with fever the disease was abortive. An acute 
onset, a febrile course of several days’ duration, 
stiffness of neck and back, leukopenia, normal cell 
counts in the cerebrospinal fluid (1 or 2 per cubic 
millimeter and only once 8), and slight reactions 
to the gold sol test were noted. Headache, pain in 
joints and limbs, paresthesias, and during convales- 
cence adynamia and lability of circulation were 
observed. The pareses were manifested by weak- 
ness of muscles without absence of reflexes and 
were associated with severe neuralgia in the af- 
fected extremities. Involvement of the air passages 
with bronchitis and with pulmonary infiltration was 
notable, but these disturbances cleared up rapidly 
without complications, and so did the weakness of 
the muscles. Mild recurrences and neurasthenic 
secondary symptoms were observed. All the pa- 
tients recovered without residues. The second epi- 
demic in Degersheim involved 73 young adults, 5 
of whom had pareses, 2 had encephalitic symp- 
toms, 12 showed a meningoneuritic aspect, and 54 
had mild disturbances of the air passages. The dis- 
ease was benign and of short duration, with mild 
fever and complete disappearance of muscular 
weakness. Neuralgic accompanying symptoms were 
observed frequently; of the 19 patients with pareses 
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and meningeal symptoms, 10 had intercostal neu- 
ralgia and pain extending along the course of the 
sciatic and trigeminal nerves. Disturbances of the 
autonomic nervous system, with fatigability, sweat- 
ing, tremor, and tachycardia, occurred during con- 
valescence. The number of cells in the cerebro- 
spinal fluid varied between 1 and 3 per cubic 
millimeter in 13 of 17 patients; 6 and 7 cells per 
cubic millimeter were counted in 2 patients, and 
an increase to 125 and 250 per cubic millimeter, 
respectively, was observed in 2 patients with pa- 
reses. All 73 patients were able to resume their 
activities within 3 months. The third epidemic in 
Erstfeld involved 130 of the 930 persons in the 
military encampment; 6 had encephalomyelitic dis- 
turbances with pareses, 16 had meningeal symp- 
toms, and in 108, with mild disturbances of the 
air passages, the disease was abortive. The number 
of cells in the cerebrospinal fluid and the protein 
content were not increased. There was mild fever 
which was diphasic in 3 patients. Headache, stiff- 
ness of back and neck, myalgia, rhinopharyngitis, 
bronchitis, sweating, and zones of hyperesthesia 
were observed. The pareses were mild and disap- 
peared within 2 to 4 weeks. All patients recovered, 
but some of them were ill for 5 weeks. 

These epidemics were similar to those which 
were observed in other countries, such as Iceland, 
England, South Africa, Australia, and the United 
States, and for which various terms, such as “dis- 
ease simulating or resembling poliomyelitis,” Ice- 
land disease, Akureyri disease, epidemic neuritis, 
benign myalgic encephalomyelitis, and epidemic 
neuromyasthenia, were used. The authors prefer 
the term “epidemic myalgic encephalomyelitis,” 
since the disease was benign only insofar as there 
were no deaths. All virologic studies gave com- 
pletely negative results. In contrast to poliomyelitis, 
abnormal changes in the cerebrospinal fluid were 
also absent as a rule. There was no evidence of 
muscular atrophy, and tendon reflexes were within 
normal range. 


Thrombosis of the Internal Carotid Artery Simu- 
lating an Intracranial Space-Occupying Lesion. 
E. Clarke and P. Harris. Lancet 1:1085-1089 
(May 24) 1958 [London]. 


Thrombotic occlusion of the internal carotid ar- 
tery may present many different clinical pictures. 
The authors report the histories of 5 patients, in 
whom an intracranial space-occupying lesion was 
simulated. Cerebral tumor had been diagnosed in 
4 of these patients and a cerebral abscess in 1. The 
first symptoms are produced by gradual encroach- 
ment on the lumen of the internal carotid artery, 
resulting in the syndrome of intermittent carotid 
insufficiency. Initially the transient ischemia does 
no permanent damage to the brain, but an area of 
infarction is eventually produced. There are often 
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2 stages in the development of the picture: (1) the 
progressive or intermittent appearance of focal 
symptoms and (2) the features of a space-occupy- 
ing cerebral lesion, which usually necessitate ad- 
mission to hospital. The usual history is one lasting 
weeks or even years, characterized at first by per- 
sistent headache, which is also a common feature 
in other types of carotid thrombosis, but as in 1 
patient of this series headache may be absent. 
Focal or generalized convulsions and progressive 
weakness and paresthesia of the limbs on 1 side, 
mainly in the arm, often appear, and, if the domi- 
nant hemisphere is involved, dysphasia will be 
added. The defects of speech and limbs may ap- 
pear in attacks, with complete recovery between 
them; and these episodes, which presumably result 
from transient cerebral ischemia, may closely simu- 
late focal epileptic attacks. Eventually permanent 
signs appear. There is also impairment of mental 
state, and this too may be progressive or inter- 
mittent and may be related to disturbance of lan- 
guage function when the dominant hemisphere is 
involved. 

On examination in the second clinical phase, all 
the signs of a cerebral tumor may be discovered. 
The patient may be drowsy, and papilledema is 
often present. As in 3 of the patients presented 
here, the papilledema may be bilateral and at 
times greater on the side of the affected cerebral 
hemisphere. Not only the symptoms and signs but 
also the abnormalities in the roentgenogram, in 
the cerebrospinal fluid, and in the electroencephalo- 
gram may be identical with those due to a space- 
occupying lesion; and an incorrect diagnosis of 
cerebral neoplasm, cerebral abscess, or traumatic 
intracranial hemorrhage may be made. Only caro- 
tid angiography permits definite differentiation. 

Treatment should, if possible, be carried out be- 
fore complete arterial occlusion takes place, but 
this is only occasionally feasible. Medical meas- 
ures, such as antispasmodic and anticoagulant 
drugs, have not been very effective in the chronic 
or the acute phases of the disease, and anticoagu- 
lants are thought by some to be contraindicated 
in view of possible hemorrhagic complications in 
the brain. A surgical approach seems to be more 
profitable. 


Further Investigations of the Antigenic Activity of 
British Poliomyelitis Vaccine: Reports to the Medi- 
cal Research Council. F. T. Perkins, E. J. C. Ken- 
dall, T. S. L. Beswick and others. Brit. M. J. 1:1206- 
1209 (May 24) 1958 [London]. 


The effect of a third dose of poliomyelitis vac- 
cine given 18 months after primary immunization 
was studied in England in a group of 21 children 
who originally had no antibodies to any of the 3 
types of poliomyelitis virus. It was shown that the 
children produced to all 3 components of the vac- 
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cine substantial antibodies which were similar to 
those produced by children who received their 
third dose 8 to 11 months after primary immuniza- 
tion. The decline in antibody levels during the 18- 
month period between the primary and third doses 
was least in titers to type 2, and this type gave 
the best response to the third dose. 

The serologic response to poliomyelitis vaccine 
was studied in another group of 152 persons, whose 
ages ranged from 13 to 50 years and who, before 
receiving vaccine, had no antibodies to any of the 
3 types of poliomyelitis virus. Two injections of 
vaccine were given at an interval of 4 weeks, and 
antibody levels were determined 2 weeks after the 
second dose. Antibody titers of 1:4 or greater were 
produced by all persons to types 2 and 3 and by 
all except 12 to type 1. 


Neurologic Disorders After Asian Influenza. F. A. 
Horner. New England J. Med. 258:983-985 (May 
15) 1958 [Boston]. 


The author reports on a 20-year-old woman, 2 
boys, aged 8 and 16 years, and 2 girls, aged 3 and 
14 years, who were convalescing from Asian in- 
fluenza and in whom certain neurological syn- 
dromes arose. The older boy and the 2 girls pre- 
sented many clinical features in common. In each, 
progressive lethargy, irritability, and stupor oc- 
curred within a few days of recovery from Asian 
influenza. The encephalopathies in these 3 patients 
were characterized in their most severe stage by 
evidence of decortication. Despite the clinical simi- 
larity, the outcome was quite variable. The 16- 
year-old boy recovered completely except for a 
mononeuritis involving the posterior interosseous 
nerve. The younger girl recovered but showed 
marked mental and motor. change. The older girl 
died, and autopsy revealed extensive but patchy 
demyelination of the central nervous system; a 
virus having the properties of an Asian strain of 
type A influenza virus was isolated from her lungs 
but not from the central nervous system. The 
younger boy presented a syndrome not uncommon 
in children, for which the terms “acute cerebellar 
ataxia” and “acute ataxia of unknown causation” 
have been used by other workers. The adult pa- 
tient showed the aspect of a disseminated en- 
cephalomyelitis; the possibility of a compressive 
lesion of the spinal cord was entertained because 
of the severe back pain in association with the 
transverse myelitis. However, no block was demon- 
strated by the manometric response of the spinal 
fluid, and no exudate was obtained on aspiration 
of the spinal epidural space. The patient was given 
prednisone in doses of 10 mg. every 6 hours, but 
first she remained paraplegic, with hyperactive 
deep tendon reflexes, and the cranial nerve involve- 
ment persisted. Clinical improvement began 6 days 
after the institution of steroid therapy. 
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The hemagglutination inhibition against Japa- 
nese 305/57 virus is a specific serologic test for the 
virus of Asian influenza. The marked elevation of 
titers for both complement fixation and hemag- 
glutination inhibition in the 4 surviving patients 
clearly indicated that these patients were recover- 
ing from Asian influenza. Although the early death 
of the 14-year-old girl precluded diagnosis by 
serologic tests, the virus isolated from the lungs 
showed the laboratory properties characteristic of 
an Asian strain of type A influenza virus. The clin- 
ical, laboratory, and autopsy data in these 5 pa- 
tients support the concept that influenza virus 
infections may be followed by disorders in the 
central nervous system. It appears that Asian in- 
fluenza can cause serious morbidity and even death 
by a reaction in the central nervous system to the 
infection. 


Alcoholic Gasserian Injection for Relief of Tic 
Douloureux: Preliminary Report of a Modification 
of Penman’s Method. A. Ecker and T. Perl. Neu- 
rology 8:46]-468 (June) 1958 [Minneapolis]. 


Penman described a method of injecting the 
posterior root of the gasserian ganglion under 
roentgenographic control. Preliminary roentgeno- 
graphic study determined the entry point of the 
needle and the required relationship to the indi- 
vidual patient’s skull, further roentgenographic 
study indicating the position of the needle in the 


base of the skull and permitting accurate adjust- 
ment of its depth. The effect of injecting a minute 
amount (0.03 cc.) of procaine was judged by care- 
ful sensory testing in order to deduce the exact 
relation of the needle to the posterior root before 
minimal amounts (0.05 cc.) of absolute alcohol were 
injected. Penman was able to produce immediate 
relief of tic douloureux in 97 of his first 100 pa- 
tients, although 82 later suffered from corneal an- 
esthesia and 15 required tarsorrhaphy because of 
keratitis. The authors have minimized the risk of 
involvement of the opthalmic fibers by modifying 
Penman’s method to the extent that the patient 
now lies in the supine position with the face up. 
The method of insertion of the needle was simpli- 
fied and defined more precisely, and some addi- 
tional sensory observations were made after injec- 
tion. The analgesia produced with the modification 
was that quantity just sufficient to relieve pain, 
thus lessening the extent of numbness and the inci- 
dence of late disturbing paresthesias. 

This office procedure has been used over a period 
of 3 years to treat 45 successive patients with tic 
douloureux (classical trigeminal neuralgia). Seven 
of the patients had had previous surgical rhizotomy 
for this condition; 1 had had no relief, and the re- 
maining 6 obtained temporary relief, with recur- 
rence of pain. Numbness was produced in all 45 
patients, and pain was relieved completely, at least 
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temporarily. Insufficient alcohol was injected into 
the correct portion of the posterior root in 9 pa- 
tients, and pain recurred. Another injection was 
made in 6 of these patients within 6 months. In the 
remaining 3 patients pain had recurred after 27, 
10, and 11 months respectively. A review of the 
films of the first 7 of these 9 patients showed that 
the needle position was not correct in 4. One pa- 
tient experienced very severe and frequent pain 
as well as 2 unusual features: (1) overlap of touch 
sensation and (2) an unexplained delay of a few 
days in the relief of his tic pain. There were no 
serious complications in any case, save for head- 
ache and late painless labial herpes. Total perma- 
nent loss of corneal sensation was produced in 7 
patients (16%), but in no instance has it led to 
keratosis or required tarsorrhaphy. In one patient 
there was impairment of accommodation and en- 
largement of the pupil for 2 days, another patient 
experienced abducens palsy for a few minutes, and 
a third patient exhibited nystagmus and 7th nerve 
paralysis momentarily. A hematoma developed in 
2 patients but did not increase in size, and the 
intracranial injection was accomplished with no 
untoward results. 


GYNECOLOGY & OBSTETRICS 


Contribution to the Anatomoclinical Study of Fetal 
Deaths: Lesions of the Central Nervous System 
(On the Basis of 26 Cases). J]. Chosson, H. Payan, 
Mrs. M. Bérard-Badier, G. Zographos and T. Man- 
giapan. Presse méd. 66:893-896 (May 21) 1958 (In 
French) [Paris]. 


Macroscopic and microscopic studies showed 
that lesions of the central nervous system were 
present in 25 infants and 1 fetus in whom death 
occurred in utero, during labor, or shortly after 
birth. Hemorrhages, found in 10 of the 17 born 
prematurely and in 4 of the 9 born at term, pre- 
dominated. Other but less frequent findings were 
various types of congestive and infiltrative lesions, 
calcareous or pseudocalcareous deposits, thickening 
of the medullary leptomeninges, and hydroceph- 
alus. General conclusions in regard to the deaths 
of newborn infants cannot be drawn from the find- 
ings in these cases, but they do provide a basis for 
certain observations. 1. The anatomic lesions seem 
to be related to a combination of several factors, 
and it is usually hard to say which of these factors 
is predominant. Essentially, they are of 3 kinds: 
(1) the pathological conditions of pregnancy; (2) 
placental changes, usually evidenced by micro- 
scopic lesions in the placenta; and (3) the unfavor- 
able circumstances accompanying labor, chief 
among which is the fetal anoxia that leads to cere- 
bromeningeal vascular congestion. 2. A thorough 
autopsy will usually provide an explanation for the 
death, but in most cases the explanation will be 
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incomplete because of the difficulties encountered 
in trying to arrive at the exact cause. It is not al- 
ways possible, for example, to say whether a 
meningeal hemorrhage was caused by trauma or 
whether it is merely an accompanying lesion. Sim- 
ilarly, it may be difficult to determine the part 
played in the death of the infant by severe disease 
in the mother. Finally, the exact causes of defects 
in the ovum, of hydramnios, and of malformations 
cannot as a rule be determined. 

3. Purely mechanical and obstetric causes be- 
come increasingly evident as the birth weight rises. 
Difficult forceps deliveries and fetopelvic dispro- 
portion are much more important in infants with 
higher birth weights, but even here it is not always 
easy to determine the part due to trauma and that 
due to preexisting fragility. An excellent example 
of these difficulties is provided by a case charac- 
terized by maternal tuberculosis, fetal distress, 
forceps delivery, and cerebral lesions of the menin- 
geal and intraventricular type with a nonspecific 
perivascular inflammatory reaction. 4. Visceral vaso- 
dilatation found after maternal hibernation or in- 
fantile disconnection suggests that hibernation 
should be reserved for severe cases in which the 
advantages of the procedure outweigh its dangers. 
Largactil given in small doses for short periods, 
e. g., during labor, presents no danger. Complica- 
tions, however, must be expected if it is given in 
larger doses and for fairly long periods. 5. Mal- 
formations for which no cause could be found were 
observed in 8 of the 26 infants, or a little less than 
one-third of the cases. Obstetricians should be on 
the alert for curable malformations; some of these 
are not clinically apparent, but they must be de- 
tected early if they are to be operated on in time. 


Cervical Pregnancy: A Case Report. H. W. May- 
berger. Obst. & Gynec. 11:657-660 (June) 1958 
[New York]. 


The patient was a 24-year-old woman who had 
had a normal delivery in May, 1955. In March, 
1956, an ectropion of the cervix was cauterized. A 
Papanicolaou smear was reported negative. The 
patient gave a history of having had her last period 
on Aug. 12, 1956. She had been in an automobile 
accident on Nov. 6 and was emotionally disturbed. 
On Nov. 20 she had a desire to defecate and began 
to bleed. This became more pronounced, and she 
had a sudden gush of clear fluid from the vagina. 
The following day she passed a nonmacerated 
fetus. The cord was severed. Bleeding suddenly 
became brisk, and she was hospitalized because 
shock threatened. After blood replacement and 
with the patient under intravenous Pentothal so- 
dium anesthesia, a speculum was inserted into the 
vagina, and many clots were evacuated. The cervix 
filled the upper vagina and was cup-like in appear- 
ance. Occupying about two-thirds of the ballooned- 
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out cervical canal was the placenta, which came 
to within 1 cm. of the external cervical os on the 
left and extended upward just beyond the midline 
on the right. The placenta peeled away with little 
more difficulty than would be expected from a 
normally implanted one. A finger was introduced 
with ease and without dilatation into the endo- 
metrial cavity, which was found to be small and 
empty. The patient’s postoperative stay was un- 
eventful. 

Cervical pregnancy is rare and almost always 
terminates in early spontaneous abortion. Early 
recognition is essential, since complications may 
be sudden, severe, and fatal. Vaginal bleeding, 
usually painless, is the chief complaint, and be- 
cause of the paucity of cervical musculature, with 
the consequent inability to contract, profuse hemor- 
rhage usually follows any attempt at removal of 
the placenta. Trophoblastic invasion frequently 
causes rupture of the cervix. Treatment is directed 
primarily at hemorrhage and shock and varies from 
careful observation to total hysterectomy. Death 
may occur in 20% of cases. 


Pulmonary Hyaline Membrane Contamination of 
the Lungs by Fluid of the Birth Canal: Studies in 
Rabbits Demonstrating a Hazard of Obstetric Anal- 
gesia. F. F. Snyder. Obst. & Gynec. 11:599-616 
(June) 1958 [New York]. 


The author attempted to investigate to what 
extent the fluid and cells of the birth canal are 
present in the lungs of rabbit fetuses which died 
during labor or soon afterward, following adminis- 
tration to the mother of an analgesic agent such as 
meperidine (Demerol), alphaprodine (Nisentil), 
methadone, or various morphine derivatives. Au- 
topsies were performed on 281 rabbits born at full 
term, of which 194 were stillborn and 87 were alive 
at birth but died within 24 hours. The animals be- 
longed to 130 litters in which at least 1 death 
occurred during labor or shortly afterward; the 
total births were 597, among which 312 fetal or 
neonatal deaths occurred. The analgesic agents 
were administered to the mother during labor at 
31 days. The lungs were contaminated with blood, 
epithelial cells, and amorphous debris in 95% of the 
281 autopsies. Large areas of the alveoli and bron- 
chioles of both lungs were involved in 56% of the 
autopsies. Autopsies were made also on a control 
group of 164 newborn rabbits, the total number 
born in 30 consecutive litters. These were killed by 
chloroform inhalation within 12 hours after birth. 
There were no fetal or neonatal deaths in these 30 
litters in which no drugs were administered. The 
lungs of these control animals showed only minor 
amounts of erythrocytes and cellular debris in the 
air passages; there was no massive contamination 
of the air passages, such as occurred in more than 
half of the perinatal deaths. 
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The entrance of the fluid and cellular debris of 
the birth canal into the air passages demonstrates 
fetal respiration during the second stage of labor. 
Increase in the duration of labor is accompanied 
by increase in the contamination of the air passages. 
The demonstration of fetal respiration during labor 
affords a clue to the origin of pulmonary hyaline 
membrane. The entrance of the contents of the 
birth canal into the fetal air passages during labor 
accounts for the foreign matter in the lungs of the 
newborn rabbit; the displacement of the eosino- 
philic matter in a membrane-like layer along the 
walls of the alveoli and broncioles results from the 
expansion of the airpassages with the entrance of 
air. The foreign cellular debris in the lungs of litter 
mates expelled through the same birth canal is 
strikingly similar; however, dispersion of it in the 
form of a film does not occur in the stillborn animal. 
Atelectasis occurs in regions of the lungs which 
show membrane-like distribution of the foreign 
matter. The action of the analgesis drugs during 
labor on the fetus involves narcosis, anoxemia, pro- 
longed exposure in the birth canal, and contamina- 
tion of the air passages. 


PEDIATRICS 


The de Toni-Fanconi Syndrome with Cystinosis: 
Clinical and Metabolic Study of Two Cases in a 
Family and a Critical Review on the Nature of the 
Syndrome. H. G. Worthen and R. A. Good. A. M. A. 
J. Dis. Child. 95:653-688 (June) 1958 [Chicago]. 


The de Toni-Fanconi syndrome, which is a clini- 
cal constellation characterized by resistant rickets, 
acidosis, glycosuria, hyperaminoaciduria, and or- 
ganic aciduria, belongs to a group of diseases based 
on abnormalities in renal tubuiar function. The 
renal abnormality in patients with the de Toni- 
Fanconi syndrome consists of a deficient tubular 
reabsorption of phosphorus, amino acids, and glu- 
cose along with a deficiency in the tubular mecha- 
nism for reabsorbing base without acid. The 
presence of cystinosis in two patients with this 
syndrome, who belonged to the same family, was 
diagnosed during life by the demonstration of 
typical cystine crystals in the bone marrow and 
the cornea. Both patients developed acidosis and 
rickets at an early age. 

The first patient failed to respond to therapy 
until very large doses of base and vitamin D were 
given, although after the rickets had healed the 
large dosage of vitamin D caused hypercalcemia. 
This patient died during the course of an upper 
respiratory infection, which was complicated by an 
electrolyte disturbance in which hypopotassemia, 
hypercalcemia, and acidosis predominated. The 
second patient has done quite well save for mod- 
erate dwarfism and minimal rachitic stigmas. De- 
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spite x-ray evidence of healing of the rickets, the 
chemical abnormalities of this disease persisted 
until massive dosage of vitamin D was instituted. 
The acidosis has continued to be resistant to ther- 
apy, and the plasma bicarbonate level has remained 
low in spite of massive doses of sodium and potas- 
sium. However, after intensive vitamin D therapy 
was instituted, the acidosis improved, and the 
amount of extra cation required to keep the serum 
bicarbonate level within normal limits was sharply 
reduced. Both patients had an almost constant 
glycosuria, and fasting blood sugar levels indicated 
that the glycosuria was renal in origin. Both pa- 
tients had hyperaminoaciduria, and studies of indi- 
vidual amino acid excretion, carried out with 
filter-paper chromotography, detected 10 amino 
acid spots in contrast to the 3 or 4 spots found in 
normal urine. Increased organic aciduria was de- 
tected in both patients by the titration technique 
of Van Slyke and Palmer. Since the unmeasured 
anion fraction of the plasma was usually within 
normal limits, the organic aciduria is postulated as 
being due to decreased tubular reabsorption of 
filtered organic acids rather than to an increased 
plasma level. Despite the low levels of serum 
phosphorus, both patients had relative hyperphos- 
phaturia. The second patient demonstrated abso- 
lute calciuria and phosphaturia. Since the de 
Toni-Fanconi syndrome in patients without cysti- 
nosis is similar to the syndrome which accompanies 
cystinosis, it is conjectured that the de Toni-Fan- 
coni syndrome occurring without cystinosis is due 
to an inhibition of the sulfhydryl dependent 
enzymes by a different oxidizing agent which has 
an action similar to that of cystine. If sulfhydryl 
inhibition is the basis for the tubular abnormality, 
the possibilities of developing effective therapy 
are much more promising. 


Comparison Study: Silver Nitrate and Oxytetra- 
cycline in Newborn Eyes: A Comparison of the 
Incidence of Conjunctivitis Following the Instilla- 
tion of Silver Nitrate or Oxytetracycline into the 
Eyes of Newborn Infants. P. L. Mathieu Jr. A. M. A. 
J. Dis. Child. 95:609-611 (June) 1958 [Chicago]. 


Since the introduction of the Credé procedure 
for preventing ophthalmia neonatorum with silver 
nitrate, antibiotics have become available which 
are more effective against both gonorrheal and 
other ocular infections common in the newborn 
infant. The changing pattern of maternal infections 
since the advent of the sulfonamides has resulted 
in some instances in a reduction of gonorrheal in- 
fections and a relative increase in the incidence of 
other pathogens. The ability of penicillin to evoke 
sensitization reactions upon topical application 
limits its value in prophylaxis. In view of the diver- 
sity of pathogens that may be encountered in 
neonatal conjunctivitis, it is conjectured that a 
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broad-spectrum, nonsensitizing antibiotic might 
afford the infant more satisfactory protection. 
Oxytetracycline was selected for a trial substitute 
for silver nitrate, as it is effective against the great 
majority of organisms that cause neonatal conjunc- 
tivitis, has been used successfully in treating inclu- 
sion conjunctivitis, does not irritate the eyes as 
does silver nitrate when administered locally, and 
topical application does not sensitize patients to 
subsequent systemic administration of the prepara- 
tion. 

Oxytetracycline was used alone in 908 infants, 
and silver nitrate was used alone in 106 infants. In 
the remaining 125 of a total of 1,139 infants, 
oxytetracycline was used in one eye and silver 
nitrate in the other eye. Of the 106 infants given 
the conventional Credé treatment with 2% silver 
nitrate, a discharge was present with inflamed 
eyes or the lids were swollen in 46% of the infants 
on the first day after instillation. The incidence 
decreased steadily through the 5th day, no dis- 
charge remaining in the eyes of any infant by the 
time of examination 6 weeks later. The 908 infants 
given oxytetracycline showed a much lower inci- 
dence of discharge throughout the first 5 days. The 
highest incidence (8.8%) occurred on the 2nd day, 
the incidence falling steadily to 0.4% on the 5th 
day. None of the 846 babies of this group seen 6 
weeks later had any evidence of opthalmic inflam- 
mation. The third group of infants given silver 
nitrate in one eye and oxytetracycline in the other 
permitted a rigorous comparison of the 2 drugs. 
In this group oxytetracycline was associated with 
a lower incidence of inflammatory reactions, and 
the only instance of a frankly purulent discharge 
from which pneumococcic organisms were recov- 
ered was in an eye in which silver nitrate was used. 
At some time during the first 5 days 6% of those 
given oxytetracycline were affected, compared with 
46% of those given silver nitrate. 


BCG Vaccination of Prematurely Born Infants. 
F. Eckardt. Monatsschr. Kinderh. 106:261-263 
(May) 1958 (In German) [Berlin]. 


It is generally known that the tuberculin sensi- 
tivity of very young infants is considerably less 
than that of older children. For this reason it is 
surprising that after BCG vaccination a high per- 
centage of premature infants show a positive tuber- 
culin reaction. However, this positive reaction is 
only a reflection of the desired effect; it is not an 
exact indicator of the formation of antibodies. 
Nevertheless, tuberculin tests are now generally 
accepted as indicators of the efficacy of BCG vac- 
cination. The author has used BCG vaccination 
since 1954 in prematurely born infants. The vacci- 
nation was not carried out immediately after birth 
but while the infants were still receiving care for 
prematurity, that is, while they were only a few 
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weeks old. The vaccination was carried out by 
producing 2 wheals on the left upper arm. The 
efficacy of the vaccination was ascertained by tuber- 
culin tests, which were given at different intervals 
after the vaccination. Since many of the infants 
were from rural regions, the follow-up often left 
something to be desired. Thus, when the percu- 
taneous tests proved negative, it was not always 
possible to carry out repeated intracutaneous tests. 

The author reports on 140 premature infants 
who were vaccinated with BCG. The tuberculin 
reaction became positive after vaccination in 132 
(or 94.3%), and it remained negative in 8 of the 
premature infants. The negative outcome of the 
test seems to depend mostly on the extremely 
young age and not on the weight of the premature 
infants, because all 8 negative tuberculin reactions 
occurred in infants who were vaccinated before 
they were 8 weeks old. The interval between vac- 
cination and testing likewise seemed to be of no 
importance in the outcome of the test. No undesir- 
able secondary effects resulted from the vaccina- 
tion. The author concludes that BCG vaccination 
of premature infants is promising in that it protects 
infants against tuberculosis before they are dis- 
charged from the premature station and_ thus 
reduces the period of dangerous exposure to tuber- 
culous infections. 


Quantitative Tests on the Sensitivity to Antibiotics 
of Escherichia Coli Strains Isolated in 1957. L. Téth 
and A. Vorés. Monatsschr. Kinderh. 106:251-253 
(May) 1958 (In German) [Berlin]. 


In the Children’s Clinic in Pécs, Hungary, intes- 
tinal infections due to Escherichia coli became in- 
creasingly resistant to antibiotics. More and more 
children with such infections failed to respond to 
antibiotics, so that in 1957 an institutional epidemic 
developede The authors made studies on strains 
that had been isolated in 1950, in 1956, and during 
the 1957 epidemic. The strains were identified on 
the basis of their O, B, and H antigens by means of 
agglutination. The quantitative sensitivity to strep- 
tomycin, Chloromycetin, Aureomycin, Terramycin, 
and neomycin was ascertained by means of in vitro 
dilution tests. A total of 157 strains of E. coli were 
studied. 

The strains that had been isolated in 1950-1951 
were still without exception sensitive to the broad- 
spectrum antibiotics, but from then on resistant 
strains gradually emerged. The strains that were 
isolated during the epidemic of 1957 proved re- 
sistant to streptomycin, Chloromycetin, Aureomy- 
cin, and Terramycin and were sensitive in vitro 
only to neomycin; this corresponded to the clinical 
experiences. A number of other investigators also 
found neomycin effective in children with dyspep- 
tic-diarrheal disturbances caused by E. coli strains. 
The authors feel that the development of resistance 
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to antibiotics is chiefly due to administering an 
antibiotic without first ascertaining its efficacy, con- 
tinuing its use for prolonged periods, and giving an 
antibiotic in low, ineffective doses. 


Metastatic Embryonal Rhabdomyosarcoma in the 
Growing Skeleton: Clinical, Radiographic, and 
Microscopic Features. J. Caffey and D. H. Ander- 
son. A. M. A. J. Dis. Child. 95:581-600 (June) 1958 
[Chicago]. 


Five children, all of whom had primary malig- 
nant tumors located in muscles and who presented 
the microscopic picture of embryonal rhabdomyo- 
sarcoma and scattered metastases in the skeleton 
which were identified roentgenographically, were 
studied. There were 4 boys and 1 girl, ranging in 
age from 2% to 11" years of age. The first sign of 
disease in 3 of the patients was the appearance of 
the primary swelling—located in the dorsal part of 
the thoracic wall in one, in the foot in another, and 
in the orbit in the third. In the 2 remaining patients, 
pain and limitation of motion at the sites of sec- 
ondary tumors in the skeleton—in a shoulder in one 
and in the lumbar spine in the other—were the 
primary clinical manifestations. In these 2 patients, 
primary tumors had been overlooked at earlier ex- 
aminations. Roentgenographically, skeletal changes 
of these metastatic rhabdomyoscarcomas were al- 
most exclusively destructive, and they resembled 
the skeletal findings of neuroblastoma, both in the 
character of single lesions and in the pattern of 
distribution in different bones. The spine was 
affected more frequently and more extensively in 
these rhabdomyosarcomas than in neuroblastomas. 

Characteristic changes in the blood and bone 
marrow smears readily differentiate multiple leu- 
kemic bone lesions from those of metastatic skeletal 
rhabdomyosarcomas. Phosphatase activity was in- 
creased to 41 and 44 Bodansky units, respectively, in 
2 cases, and the erythrocyte sedimentation rate was 
accelerated in 2 cases. Biopsy specimens of the pri- 
mary and metastatic lesions and tissue culture of 
microscopic sections provide the only means of 
satisfactory conclusive diagnosis, although the 
tumor may differentiate between the time of the 
initial biopsy and a later biopsy or postmorten 
examination. The identifying histological features 
are the pleomorphism, the pattern of nests of cells 
in the lacunae of a network of collagen fibers, the 
irregular bosselated appearance of the nuclei 
in less well-differentiated cells, the presence of 
fuchsinophil granules in many of the cells, the row 
of small cells along the trabeculae, and the lack 
of a basement membrane. External irradiation was 
effective in the 4 patients in whom it could be used 
satisfactorily. The fifth patient did not respond to 
irradiation, and death occurred shortly after the 
institution of such therapy. Pain, tenderness, mus- 
cular spasm, and limitation of motion were all 
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improved after a few days of radiation therapy, and 
it provided pain-free existence for patients suffering 
from excruciating bone pain. Relapses occurred in 
all cases 6 to 8 weeks after therapy had begun; 
radiation became ineffective, and new skeletal 
tumors appeared and grew rapidly in the sites of 
irradiation. Cortisone provided some relief in 1 
patient for an initial period of several weeks. Rec- 
ognition of and accurate classification of various 
types of metastatic embryonal rhabdomyosarcoma 
are essential for better knowledge of the course 
and pathogenesis of this neoplasm and are impor- 
tant from the standpoint of developing specific 
chemotherapeutic agents against this entity. 


Hyaline Membranes in the Lungs of Newborn 
Infants. W. H. Brummelkamp. Nederl. tijdschr. 
geneesk. 102:662-668 (April 5) 1958 (In Dutch) 
[Amsterdam]. 


In connection with the case of a newborn infant, 
who died 5 hours after birth and in whom hyaline 
membrane was found in the lungs, the author re- 
views the literature on this condition and describes 
the results of pathological studies carried out on 45 
prematurely born infants with hyaline membrane 
in an Amsterdam hospital. He emphasizes that 
hyaline membranes are found almost exclusively 
in 2 groups of newborn infants, namely, (1) in pre- 
mature babies and (2) in full-term children born by 
cesarean section or in breech presentation, as well 
as twins and infants with hemorrhages into the 
ventricles. Hyaline membranes have their origin in 
a transudate arising from the immature lung tissue 
of premature babies, which is unable to adjust itself 
to postnatal changes in the pulmonary circulation. 
The development of transudation and hyaline mem- 
branes in fully developed children might be ex- 
plained by the hypothesis that the absence of 
physiological compression of the cranium, which 
is commonly seen in twins and in many children 
born by cesarean section or breech presentation, 
results in insufficient stimulation of the cerebral 
centers of the parasympathetic vasomotor nerves, 
whereas ventricular hemorrhage causes overstimu- 
lation. 


OTOLARYNGOLOGY 


Laryngeal Stridor in Rheumatoid Arthritis. C. S. 
Darke, L. Wolman and A. Young. Brit. M. J. 1:1279- 
1282 (May 31) 1958 [London]. 


The authors report on 2 men and 3 women, be- 
tween the ages of 57 and 67 years, with advanced 
rheumatoid arthritis in whom laryngeal stridor oc- 
curred. The onset of this complication occurred 
when the generalized joint disease appeared to be 
quiescent. Tracheotomy became necessary in 4 pa- 
tients. Two of the patients died, and autopsy was 
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performed on both. It revealed indisputable evi- 
dence of nerve degeneration and mobile cricoaryte- 
noid joints, even though chronic inflammation of 
the joints was present in 1 patient. In the second 
patient the microscopic changes in the nerves ap- 
peared to be due to ischemic neuritis resulting from 
a rheumatoid type of arteritis of the vasa nervorum. 
The difficulty of distinguishing between an arthritis 
of the cricoarytenoid joints leading to stridor and a 
bilateral abductor paralysis of the vocal cords is 
emphasized. Clinical examination may not provide 
sufficient evidence, and in the final analysis micro- 
scopic examination of the joints, muscles, and 
nerves is needed. Although in patients with rheu- 
matoid arthritis in whom laryngeal stridor occurs 
involvement of the cricoarytenoid joint may be 
responsible, it is not the only factor, and nerve 
degeneration leading to abductor paralysis can be 
the cause. 


Complications of Mastoiditis in the Antibiotic Era. 
R. C. Morrow. Ann. Otol. Rhin. & Laryng. 67:41-60 
(March) 1958 [St. Louis]. 


The author’s own observations and the literature 
reports indicate that dangerous complications of 
mastoiditis are continuing to occur. Often they are 
the penalty of reliance on antibiotics alone in 
earlier stages of the disease. Once they occur, they 
may be insidious and difficult to diagnose under 
the cloak of antibiotic therapy. It appears wise to 
go ahead with mastoidectomy if any of the classical 
signs of acute mastoiditis are present, such as post- 
auricular swelling, mastoid tenderness, sagging of 
the posterior canal wall, or x-ray evidence of bony 
breakdown. This statement is made in spite of the 
fact that the author's own series included 22 pa- 
tients with acute and subacute mastoiditis treated 
with antibiotics alone. Unanticipated intracranial 
extension was sometimes found at operation. Sur- 
gical treatment is indicated when acute mastoiditis 
has subsided after antibiotic therapy, but there 
still is a lingering and unexplained malaise, low- 
grade fever, anemia, leukocytosis, pain in and 
around the ear, headache, or vertigo. 

In meningitis associated with otitis media, the 
possibility of mastoid surgery should be kept con- 
stantly in mind and becomes indicated when the 
patient’s progress is not prompt and satisfactory. 
A nonsurgical management with intensive antibiotic 
therapy appears justified when the meningitis and 
the otitis are of simultaneous onset. If, however, an 
ear infection seems to respond well to antibiotics 
but is followed in a week or more by meningitis, a 
masked mastoiditis should be suspected, whether 
or not there is recurrent otorrhea, and surgery be- 
comes advisable. At least 3 groups of meningitis 
cases call for consideration of mastoid surgery: (1) 
those with delayed onset in the course of acute 
otitis media; (2) those with early onset in acute 
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otitis media but resistant to antibiotic therapy; and 
(3) those developing in the course of chronic otitis 
media. The proper control of chronic otitis media 
is an important feature in the prevention of dan- 
gerous complications. Situations demanding prompt 
surgical interventions must be differentiated from 
ordinary exacerbations in the chronic problems, in 
which delay is permissible, conservative treatment 
worthy of trial, and surgery scheduled when con- 
venient. 

In the presence of an acute exacerbation of 
chronic otitis media, certain features must be taken 
as warnings of serious complications. Pain in the 
ear, in a patient whose usual exacerbations are 
painless, is a danger sign. Pain above and behind 
the ear is even more significant. Mastoid tenderness, 
and especially tenderness superoposteriorly to the 
mastoid, should be given serious weight in a 
chronic case. Headache, even if only frontal, is 
important. General malaise, listlessness, anorexia, 
slight temperature elevation, and slight leukocy- 
tosis should be looked on with suspicion. Even mild 
degrees of vertigo or ataxia, changes of mentation, 
or clouding of consciousness should be respected. 
Above all, the observer should follow up even 
subtle suspicions with adequate neurological exam- 
ination, lumbar punctures, electroencephalography, 
and other studies and should be ready to operate 
on slight evidence. 


THERAPEUTICS 


Buccally Administered Streptokinase: Clinical and 
Experimental Observations. I. Innerfield, H. Shub 
and L. J. Boyd. New England J. Med. 258-1069- 
1074 (May 29) 1958 [Boston]. 


Enzyme therapy has been identified as “a new 
avenue of therapeutic approach to the problems 
of thromboembolism and inflammation.” Several 
workers have investigated the possibility that the 
anti-infammatory effect of proteolytic enzymes is 
due, in part, to their effect on tissue permeability. 
The implied interrelation between proteolytic ac- 
tion on connective tissue and increased tissue per- 
meability suggested that proteolytic enzymes could 
be administered buccally by placing a protease 
tablet or lozenge against the surface of the buccal 
mucosa. This report is concerned with the buccal 
administration of the enzyme, streptokinase. Labor- 
atory studies were made on selected diabetic pa- 
tient. Bleedings were obtained for 10 consecutive 
weeks. The first 4 weeks comprised a control period. 
Tablets containing 20,000 units of streptokinase 
were given buccally 4 times daily to each patient 
during the next 6 weeks. The Ouchterlony gel- 
diffusion technique was utilized for demonstrating 
specific antibodies. The method for determining 
serum antithrombin levels with the use of a human 
thrombin preparation is described. Complete and 
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differential blood cell counts, urinalyses, prothrom- 
bin and fibrinogen determinations, and determina- 
tions of bleeding and coagulation times were 
carried out each week. 

Clinical studies were made on 74 patients, of 
whom 51 presented evidence of recent trauma or 
acute inflammation, including hematoma, cellulitis, 
abscess, upper respiratory infection, and thrombo- 
phlebitis. Twenty-three patients had chronic throm- 
botic or inflammatory conditions, or both, such as 
indolent leg ulcer, retinal vein thrombosis, chronic 
bronchitis, and bronchiectasis. Tablets containing 
20,000 units of streptokinase activity were adminis- 
tered by the buccal route every 4 hours for from 1 
day to 14 weeks. Each patient was instructed to 
retain the tablet either sublingually or in the buccal 
pouch. Several illustrating histories are presented. 
Experimental and clinical evidence was obtained 
that buccal administration of streptokinase in tablet 
form results in mucosal penetration, enhanced 
serum antithrombin activity, and impressive anti- 
inflammatory effects. Enzyme therapy can now be 
used in the long-term management of chronic 
bronchitis, bronchiectasis, retinal vein thrombosis, 
indolent leg ulcer, acne, and migratory phlebitis. 

The mechanism underlying the anti-inflammatory 
or thrombolytic effects of protease remains specu- 
lative. The capacity of streptokinase to participate 
in the conversion of plasminogen to plasmin is 
probably related to the phenomena of clot lysis and 
reversal of inflammation. So far as buccal adminis- 
tration is concerned, the abundance of salivary 
plasminogen provides a substrate for the strepto- 
kinase-plasminogen interaction. Immunological data 
obtained imply that one of the most anti-inflamma- 
tory effects induced by buccal administration of 
streptokinase is the elicitation of specific antistrep- 
tococcic antibodies. Buccal streptokinase therapy 
provides an effective and simple means for revers- 
ing inflammation. Side-effects are minimal. No local 
irritative signs developed in the mouth in any of 
the 74 patients comprising the “clinical” phase of 
this study or in the 14 patients constituting the 
“laboratory” phase. The sole systemic side-effect 
was an occasional mild gastrointestinal disturbance 
of brief duration. 


Chloramphenicol Combined with Tetracycline in 
the Treatment of Brucellosis. M. Parravicini. Ri- 
forma med. 72:477-479 (April 26) 1958 (In Italian) 
[Naples]. 


Sixteen patients, 21 to 52 years of age, with bru- 
cellosis due to Brucella melitensis were treated 
with chloramphenicol combined with tetracycline 
for a period of 7 to 24 days. The values of the 
Widal-Wright agglutination test were high before 
this treatment began. Daily oral dosage of the com- 
bined treatment consisted of 800 mg. of chloram- 
phenicol and 400 mg. of tetracycline. Some patients 
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received daily dosages of 2.4 Gm. of chloramphen- 
icol and 1.2 Gm. of tetracycline at the beginning 
of this study. Since the higher dosage produced 
approximately the same results as the lower dosage, 
subsequently the lower dosage was given to all 
patients. 

Remission of fever developed within 2 to 6 days 
after onset of this chemotherapy in all the patients, 
including 2 in whom the disease tended to become 
chronic. These 2 patients had previously been 
treated with penicillin and chlortetracycline (Aure- 
omycin) without benefit. Relapse of fever devel- 
oped in only 1 patient 30 days after the beginning 
of the treatment. Combined action of chloram- 
phenicol (daily dosage of 1.2 Gm.), tetracycline 
(daily dosage of 600 mg.), and vaccine therapy 
produced remission of fever in this patient in 5 
days. A severe form of herpetic stomatitis was as- 
sociated with brucellosis in 1 patient; chemotherapy 
brought about complete remission of the former 
after 3 days of treatment. After remission of fever, 
vaccine therapy administered intravenously was 
instituted in addition to the main chemotherapy in 
one-half of the patients, in whom the disease was 
in an advanced stage. No significant difference in 
results was observed between the patients who 
received the additional vaccine therapy and those 
who did not. The patients were followed up for a 
period of 5 to 9 months after remission of the dis- 
ease. The treatment was well tolerated. 


Gangrene of the Extremities Following Cardiac 
Infarction and Noradrenaline Therapy. D. Green- 
baum. Lancet 1:1103-1104 (May 24) 1958 [London]. 


A 56-year-old man was hospitalized 3 hours after 
he had collapsed with severe substernal pain. His 
extremities were cold and blue, his skin was pale 
and clammy, and his temperature was 95.5 F (35 C). 
The pulse was feeble. Electrocardiography showed 
gross ST and T changes in all leads and a complete 
heart block. Four hours after admission there was 
no change in the patient’s general condition and 
blood pressure, and an intravenous infusion of 
arterenol, 1:200,000 in 5% dextrose, was begun. The 
concentration was increased to 1:100,000 after an 
hour to reduce the amount of fluid administered 
intravenously. The blood pressure rose almost im- 
mediately. The pulse rate rose, and electrocardiog- 
raphy showed that the sinus rhythm had returned. 
The infusion was maintained for 68 hours, after 
which the blood pressure remained normal. The 
dose of arterenol was 20 mg. on the first, 16 mg. on 
the second, and 8 mg. on the third day. Toward 
the end of the third day the peripheral pulses be- 
came difficult to feel. On the 4th day the patient 
complained of stiffness of the fingers of his left 
hand, and during the next 2 days patches of gan- 
grene appeared on his hands and feet. Thereafter 
gangrene spread gradually up all 4 limbs. No urine 
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was passed during the first 36 hours. The patient 
became delirious and progressively weaker. He 
died 14 days after admission. The blood urea level 
on the day of death was 212 mg. per 100 cc. 

Autopsy revealed extensive cardiac infarction. 
The whole of the posterior wall of the right ven- 
tricle, the posterior two-thirds of the interventricu- 
lar septum, and the whole of the posterior wall of 
the left ventricle were necrotic. The left coronary 
artery was much smaller than usual, most of the 
blood supply to the heart coming from the right 
coronary artery, which was occluded by a throm- 
bus. The limb arteries were apparently free from 
thrombus as far as the line of demarcation of the 
gangrene. The liver and the spleen were congested, 
and the kidneys appeared normal. There was mod- 
erate pulmonary edema. Apart from the limbs, the 
testes were the only organs to show ischemic necro- 
sis. The use of arterenol must have made an im- 
portant contribution to the vasoconstriction that 
led to gangrene. The spread of the gangrene for 11 
days after the infusion had been stopped indicates 
the equal or greater importance of the low cardiac 
output. These 2 factors may explain the remarkable 
extent of the gangrene. In the other published cases 
it usually involved little more than the tip of the 
nose and the digits. 


Spiramycin for the Treatment of Chronic Osteomy- 
elitis. E. Marchis and A. Quarta. Riforma med. 
72:499-504 (May 3) 1958 (In Italian) [Naples]. 


Therapeutic results from an Italian proprietary 
preparation of spiramycin administered to 16 pa- 
tients and from other antibiotics administered to 8 
patients with chronic osteomyelitis were compared. 
Among the patients of the first group, the disease 
affected the lower extremities in 12, upper ex- 
tremities in 3, and hip bone in 1. A dosage of 2.5 
Gm. of spiramycin given on the first day of drug 
treatment was followed by a daily dosage of 2 Gm. 
given in 4 divided doses for a period of 7 to 10 
days. Spiramycin produced almost complete remis- 
sion of the symptoms of inflammation in 2 patients. 
Partial regression of inflammation ascribed to spir- 
amycin was obtained in the remaining 14 patients, 
who subsequently received surgical therapy. Sur- 
gical wounds were either completely sutured or a 
draining catheter was used for 2 to 4 days. Com- 
plete clinical healing in all the patients was ob- 
served within 10 to 20 days after the operation. 
Combination of drug and surgical therapy was re- 
peated in 1 patient only, and subsequent clinical 
healing followed. 

In order to appraise the extent of healing at- 
tributable to spiramycin and to surgical therapy, 
respectively, comparison was made between the 
patients of the first group who received spiramycin 
and the second group of 8 patients who received 
other antibiotics combined with surgery. These 
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other antibiotics produced partial regression of in- 
flammation in 6 patients. Decrease in leukocytosis 
was the only favorable sign observed in the second 
group. All 8 patients underwent surgical operation, 
and clinical healing followed after a prolonged 
postoperative period. Spiramycin has thus proved 
to be an efficacious therapeutic agent for treatment 
of chronic osteomyelitis. Another advantageous 
feature of spiramycin was a perfect tolerance of the 
patients to the drug, even during prolonged periods 
of drug treatment. 


Nephrotic Syndrome Complicating Mercurial Diu- 
retic Therapy. M. Riddle, F. Gardner, I. Beswick 
and I. Filshie. Brit. M. J. 1:1274-1277 (May 31) 1958 
[London]. 


The authors report on 4 women and 1 man, be- 
tween the ages of 61 and 80 years, with congestive 
heart failure who were treated with mercurial diu- 
retics, such as mersalyl, Unephral (a proprietary 
combined preparation of mercuramide and _ theo- 
pylline), chlormerodrin, and mercaptomerin, for 
long periods. The nephrotic syndrome character- 
ized by heavy proteinuria and generalized edema 
appeared to follow the use of the mercurial diu- 
retics in these patients, 3 of whom died. At autopsy 
the macroscopic and microscopic findings in the 
kidneys were the same in all 3 patients. There were 
necrosis in the renal tubules, and degeneration of 
the epithelium, together with regenerative activity. 
Infiltration of tubular cells with isotropic and aniso- 
tropic fat was also present. These necrotic and 
degenerative changes were most often found in the 
proximal convoluted tubules, but they were also 
seen in the distal convoluted tubules and in the 
loops of Henle. Regeneration of tubular epithelium 
was a striking feature in all 3 patients. The regen- 
erated cells often did not reconstitute the tubular 
linings, but instead formed loose masses in the 
lumens. These pathological changes resembled in 
quality those seen in patients with acute mercuric 
chloride poisoning. An excessive amount of mer- 
cury was found at autopsy in the renal tubules of 
2 patients. None of the patients had any previous 
history of renal disease, and 3 of them had normal 
urine when treatment with mercurial agents was 
begun. 

These findings strongly suggest that the renal 
damage in these patients should be attributed to 
the long-term mercurial diuretic therapy. It seems 
that the nephrotic syndrome is a more frequent 
complication of such therapy than the literature 
would suggest. The principal warning signs of the 
onset of the nephrotic syndrome complicating mer- 
curial diuretic therapy are: (1) failure of proteinuria 
to decrease after a satisfactory diuresis; (2) increas- 
ing edema, especially of the arms and face, in the 
absence of other signs of cardiac failure; and (3) 
absence of diuresis after mercurial therapy. Treat- 
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ment of the fully developed syndrome proved to be 
unsatisfactory. Early recognition of the condition 
and cessation of mercurial therapy before irrepar- 
able renal damage has occurred are of the utmost 
importance if a fatal outcome is to be avoided. 


PATHOLOGY 


What Cytology Now Offers in the Diagnosis of Bone 
Tumors. A. Sicard, L. Orcel and C. Marsan. Semaine 
hép. Paris 34:1409-1414 (May 18) 1958 (In French) 
[ Paris]. 


Many difficulties are encountered in differentiat- 
ing between inflammatory, dystrophic, and tumoral 
lesions of the bone, and in attempting to decide 
whether the underlying process is benign or malig- 
nant. The functional signs are practically the same 
in each case, and the roentgenographic picture is 
made up of shadows which are sometimes so deli- 
cate that no definite opinion can be arrived at. The 
resulting delay in diagnosis, with attempts at em- 
pirical or trial therapy, may mean loss of the time 
during which a cure or stabilization of the lesion 
might be effected. The possible value of cytological 
study as a complementary method of diagnosis in 
patients with bone tumors has therefore been under 
investigation by the authors since 1954. Biopsy, 
either by direct surgical approach in bones that 
are easily accessible or by transcutaneous puncture 
with a trocar, has long been used, but unfortunate- 
ly the results obtained by the histological study of 
bone tissue are not always so certain as those ob- 
tained by the histological study of visceral or soft- 
tissue tumors. Accordingly, the authors decided to 
compare the results obtained histologically with 
those obtained cytologically. 

Simple aspiration with a needle or a trephine 
will provide specimens that are satisfactory to the 
cytologist, but specimens for histological study 
must be obtained by drilling with a saw-toothed 
trephine, 4 mm. in internal diameter, mounted on 
a high-speed motor and revolving within a guide. 
The use of this instrument does not cause bleed- 
ing, and it has never, in the authors’ experience, 
been followed by exacerbation or extension of a 
malignant process. Complications that might arise 
when it is used on the vertebral bodies can be 
avoided by a special location finder devised by 
the authors, with which the trephine can be ac- 
curately placed and prevented from penetrating 
too far into the bone. Some of the negative results 
in this series were probably due to the fact that 
this safety device kept the trephine from reaching 
an initial lesion lying deep within the vertebral 
body. 

The criteria of malignancy in osseous cytology 
are generally the same as those described in genital 
cytology. The position of the malignant cells in the 
marrow, however, makes it necessary to distinguish 
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between them and the tumoral cells of the hemo- 
poietic system—something that is often difficult to 
do. No cytological diagnosis could be arrived at 
in 30% of the first 100 cases in which both histo- 
logical and cytological methods of examination 
were used. This figure is far from satisfactory, but 
it is weighted by early errors and it has been re- 
duced by half (15%) in the diagnostic studies made 
during the last year. Moreover, the percentage of 
accurate diagnoses may be expected to increase 
as improvements are made in technique and as 
the characteristics of osseous cytology become 
better known. The routine use of a combination of 
histological and cytological methods in the diag- 
nosis of osseous tumors seems, therefore, to be 
fully warranted. 


Rectal Biopsy in the Diagnosis of Amebic Colitis. 
K. Juniper Jr.. V. W. Steele and C. L. Chester. 
South. M. J. 51:545-553 (May) 1958 [Birmingham, 
Ala.]. 


Rectal biopsies were done on 14 patients with 
amebic colitis, in whom rectal ulcers were observed 
during sigmoidoscopic examination. Trophozoites 
of Entamoeba histolytica were identified positively 
on a single routine hematoxylin-eosin-stained sec- 
tion prepared from the tissue block from each of 13 
patients. Trophozoites also were found in some of 
the stepdown sections from the 14th patient. In 2 
of the 14 patients the early papular lesions described 
by several workers were seen at the time of sig- 
moidoscopy. A biopsy of 1 of these lesions showed 
an amebic crypt abscess with a small number of 
trophozoites. The superficial type of ulcer seen in 
most of the biopsy specimens was in accord with the 
experimental findings of Faust and Kagy, who 
found the interglandular areas to be attacked and 
invaded more often than the crypts in experimental 
infections in dogs; they described a “fan-like” spread 
across the necrotic tips of several adjacent glands, 
which fitted the appearance of many of the biopsy 
specimens obtained from the 14 patients. The pres- 
ence of infiltrating plasma cells and lymphocytes 
about the ulcers, with a noticeable absence of poly- 
morphonuclear leukocytes, corresponded with the 
description by other workers. The large numbers 
of eosinophils sometimes seen about amebic lesions 
in the colon were impressive, and so were the en- 
larged submucosal lymph follicles usually found 
beneath the amebic lesions. The latter often ex- 
tended farther than did the areas of mucosal ulcers. 

The results of this study emphasize the impor- 
tance of the following procedural details: (1) avoid- 
ance of washing out the mucus and exudate, in 
which most of the trophozoites will be found, from 
the rectum by enemas; (2) taking care to include 
any available mucus or exudate with the biopsy 
specimen; (3) instructing the technician in the de- 
partment of pathology to include all fragments of 
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tissue and exudate with the tissue when preparing 
the tissue block; and (4) examining clumps of ex- 
udate and small fragments of tissue, as well as the 
large specimen, for the presence of trophozoites. 
Biopsy of rectal ulcers is not recommended as a 
substitute for examination of fresh preparations, 
since the latter almost always will provide the diag- 
nosis when done properly, and since the procedure 
is simpler. An alert pathologist, however, can recog- 
nize and positively identify trophozoites of E. histo- 
lytica on routine hematoxylin-eosin-stained slides 
in a high percentage of cases of amebic ulcers of 
the rectum, if care is exercised in the collection, 
preservation, and handling of the biopsy specimen. 
In a few cases, the pathologist may be the first one 
to recognize the presence of amebiasis in a hitherto 
unsuspected or undiagnosed case. Biopsy can also 
be used as a supplementary means of diagnosis, 
particularly when staining methods for identifica- 
tion of trophozoites on smears are not available to 
the clinician in practice. 


Serum Cholesterol-Globulin Complex in Multiple 
Myeloma. G. L. Schless. Am. J. M. Sc. 235:562-565 
(May) 1958 [Philadelphia]. 


The author points out that in 1956 Spain and 
associates reported a series of patients with multiple 
myeloma, in whom they noted significantly less 
atherosclerosis in the aorta and coronary arteries 
as compared with patients having cancer and with 
normal individuals. They associated these observa- 
tions with a low serum cholesterol content. When 
similar findings were noted in a patient at the Penn- 
sylvania Hospital, in whom a histological diagnosis 
of multiple myeloma had been made, other reports 
on this problem were reviewed and studies were 
made on 12 patients with multiple myeloma, who 
were collected from 5 Philadelphia hospitals. The 
serum cholesterol content was decreased in 8 and 
was normal in 4 of the 12 patients. Nine of the 12 
patients exhibited an elevation of the serum globu- 
lin level; seven of the 9 patients had decreased se- 
rum cholesterol values, while in 2 the values were 
normal. Two of the 3 patients exhibiting normal 
serum globulin concentrations had normal serum 
cholesterol values, and in 1 hypocholesterolemia 
was found. 

Thus, it has been demonstrated that in multiple 
myeloma hypocholesterolemia is associated with 
hyperglobulinemia. These findings suggest that an 
abnormal globulin molecule becomes associated 
with and binds some of the free serum cholesterol, 
in this manner reducing the amount of free choles- 
terol in the serum. Both hyperglobulinemia and hy- 
pocholesterolemia are of diagnostic value in mul- 
tiple myeloma. Further studies are recommended 
on patients with multiple myeloma in whom hypo- 
cholesterolemia is associated with less than average 
atherosclerosis. 
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RADIOLOGY 


Peptic Esophagitis and Peptic Ulceration of the 
Esophagus. B. S. Wolf, R. H. Marshak and M. L. 
Som. Am. J. Roentgenol. 79:741-759 (May) 1958 
[Springfield, IIl.]. 


From the authors’ review of the roentgenologic 
findings in patients with peptic esophagitis and 
peptic ulcer of the esophagus, it appears that this 
condition, usually of mild degree, is frequently 
present in association with a hiatus hernia of the 
direct variety. The roentgenologic findings in such 
cases may be minimal. In the presence of a duo- 
denal ulcer or excessive gastric acidity and hyper- 
secretion for some other reason, or as a result of 
intubation and operative intervention with the 
aid of general anesthesia, peptic esophagitis of 
severe degree involving a considerable portion of 
the distal esophagus may occur and may result 
in marked stricture formation. 

There are patients in whom a variable length 
of the distal esophagus is lined by an atypical, 
embryonic, or heterotopic (Barrett) type of epithe- 
lium. This type of epithelium is also susceptible to 
inflammation and the occurrence of ulcers, pre- 
sumably under the influence of acid gastric juice 
regurgitated from a hernial sac of (true) stomach. 
An ulcer in such a gastric-lined segment of esopha- 
gus may resemble an ordinary chronic peptic ulcer 
as seen in the stomach. According to Barrett, previ- 
ously reported cases of chronic peptic ulcer of the 
esophagus have been observed in association with 
this developmental anomaly of the lining epithe- 
lium of the distal esophagus which went unrecog- 
nized. He therefore suggested that the term 
“chronic peptic ulcer” of the esophagus should be 
restricted to this type of lesion. Other authors have 
used the eponymic term “Barrett ulcer” for the 
connotation of the same lesion. In the absence of 
an inflammatory complication, the presence of a 
gastric-lined segment of the esophagus is not 
recognizable by roentgen-ray methods and may 
also be overlooked at esophagoscopy. When a dis- 
crete ulcer and/or stenosis is observed by these 
methods at some distance proximal to a typical 
hernial sac, the presence of a gastric-lined segment 
should be suspected. In such instance, the exact 
location of the ulcer or stricture, i.e., whether it 
lies within the gastric-lined segment itself or im- 
mediately proximal to this segment in normally or 
squamous-lined esophagus, must be determined 
by microscopic examination. 

In the presence of a direct hiatus hernia, a peptic 
ulcer of discrete nature may occur in, and be 
localized to, the terminal portion of the esophagus 
without remarkable diffuse involvement of the 
distal esophagus and independent of gastric hyper- 
acidity. When a discrete ulcer is present in the 
terminal portion of the esophagus in association 
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with a hiatus hernia, the possibility that a Barrett 
type of epithelium may be present must be kept 
in mind, since (1) an ulcer may occur at the distal 
margin of the gastric-lined segment and (2) the 
terminal portion of the esophagus may be lined 
by a mixture of squamous and Barrett type of 
epithelium for a short distance immediately proxi- 
mal to the (true) stomach. 


Arteriomesenteric Occlusion of the Duodenum. 
W. P. Bitner. Am. J. Roentgenol. 79:807-814 (May) 
1958 [Springfield, Til.]. 


The author reports on 3 female patients, between 
the ages of 14 and 31 years, and a 33-year-old man 
in whom findings on roentgenologic examination of 
the upper gastrointestinal tract fulfilled the criteria 
for the diagnosis of occlusion of the duodenum by 
compression of the superior mesenteric artery 
where it crosses the transverse portion, These cri- 
teria are as follows: 1. There should be a constant 
dilatation of the duodenum proximal to the mid- 
part of the transverse portion corresponding to the 
point of contact with the sheath of the superior 
mesenteric artery. 2. Normal mucosa of the duo- 
denum should be seen distal to the site of obstruc- 
tion. 3. There should be retention of barium in the 
duodenum beyond the normal limit. 4. To-and-fro 
movements of barium should be observed within 
the duodenal loop proximal to the site of obstruc- 
tion. Other frequently associated findings include 
dilatation of the pylorus and stomach, ptosis of the 
colon and small intestine, ptosis of the right kidney, 
and passage of barium beyond the site of obstruc- 
tion, which may be aided by exerting manual pres- 
sure on the lower abdomen in a cephalad direction 
with the patient in a prone position (Hayes ma- 
neuver). The 4 patients were operated on by dif- 
ferent surgeons, and the roentgenologic diagnosis 
was confirmed in all. The duodenum was opened, 
and a finger was inserted into the transverse por- 
tion; marked narrowing was found, and the pinch- 
cock action caused by the simultaneous pulsations 
of the aorta posteriorly and the superior mesenteric 
artery anteriorly was palpable. A duodenojejunos- 
tomy was performed, and the recovery was un- 
eventful. 

One of the frequent causes of duodenal stasis is 
a chronic intermittent occlusion of the duodenal 
loop due to compression of the third portion of the 
duodenum by the superior mesenteric artery at the 
point where it crosses over the loop with the su- 
perior mesenteric vein and nerve. It is most fre- 
quently seen in the asthenic patient with lordosis. 
The traction of the mesentery is, therefore, believed 
to be a factor in the causation. Most of the patients 
have a variety of digestive complaints, such as 
epigastric pain, nausea, vomiting, and diarrhea. 
Neurological symptoms are sometimes prominent, 
and the condition is very commonly precipitated by 
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severe emotional strain. It is believed that many 
of these patients will respond to medical treatment 
directed toward the relief of vomiting and the cor- 
rection of dehydration, electrolyte imbalance, hy- 
perazotemia, nutritional deficiency, and anemia, 
and to postural treatment aimed at reducing the 
pressure of the root of the mesentery on the duo- 
denum. Conservative treatment should be assisted 
by psychotherapy, since the problem is not simply 
a mechanical one which can be cured permanently 
by some short-circuiting operative procedure. If 
careful medical therapy is unsuccessful, surgery be- 
comes necessary. Duodenojejunostomy is apparent- 
ly the procedure of choice. 


Studies of Esophageal Varices Before and After 
Portacaval Shunts. J. A. Evans and M. A. Payne. 
Am. J. Roentgenol. 79:760-767 (May) 1958 [Spring- 
field, Il.]. 


The authors report on 68 patients who had roent- 
genologic examinations for esophageal varices be- 
fore and after a venous shunt for portal hyperten- 
sion. Fifty-seven patients had a portacaval shunt, 9 
had a splenorenal shunt, and 2 had a shunt utilizing 
smaller mesenteric veins. The portal pressure was 
reduced in most patients with portacaval shunts to 
between 15 to 20 cm. by the shunt, and the final 
pressure was from 10 to 20 cm. of sodium chloride 
solution. Postoperative roentgenograms revealed 
disappearance of the esophageal varices within the 
first 6 postoperative months in most patients in 
whom the portal pressure was adequately decom- 
pressed. One patient had a portal vein thrombosis, 
and after the shunt her final portal pressure was 
39 cm. of sodium chloride solution. Postoperatively 
her varices persisted, and 2 years later she again 
had a large hematemesis. There was only | patient 
whose portal pressure dropped from 41 to 19 cm. 
after the shunt, who clinically seemed to be well 
and whose successive esophagrams showed large 
varices; this was the only patient in the whole 
series whose esophagrams did not correlate with 
the observed portal pressure changes. Of the 11 
patients with other than portacaval shunts, 6 had 
hemorrhages after the shunts were performed; 5 of 
these did not have satisfactory drops in pressure at 
the time of the operation, and varices remained 
present on their esophagrams. The 6th patient had 
a good postoperative pressure drop, but subse- 
quently thrombosis of the shunt occurred and the 
patient died. Here again, as in the patients with 
portacaval shunts, the correlation of bleeding with 
persistent positive esophagrams was striking. 

These observations show that roentgenologic ex- 
amination of the esophagus for varices is an ex- 
tremely useful diagnostic procedure in following 
the patient with portal hypertension. In the shunt 
series it correlates extremely well with the results 
expected from portal pressure determinations made 
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in the operating room. It also correlates closely 
with the observed clinical course of the patient and 
alerts the clinician to the danger of impending 
hemorrhage. 


Renal Papillary Necrosis: Roentgenologic Diag- 
nosis and Formation of Calculi. C. Lagergren and 
N. Lindvall. Acta radiol. 49:249-268 (April) 1958 
(In English) [Stockholm]. 


The authors report on 52 female and 3 male pa- 
tients, between the ages of 16 and 65 years, with 
renal papillary necrosis. Only 6 patients, all of them 
women, had diabetes mellitus. There was not a 
single case of obstruction of the urinary tract. Fifty- 
four of the 55 patients were examined roentgen- 
ologically; urography was performed as a rule, and 
pyelography was performed only in patients in 
whom the function of the kidney was reduced to 
such an extent that urograms would not have pro- 
vided sufficient information. The papillary changes 
were bilateral in 50 patients and unilateral in 5. 
The necrosis was purely papillary in 24, medullary 
in 12, and both papillary and medullary in 18. In 
21 (38%) of the 55 patients, secondary formation of 
calculi occurred. Typical roentgenologic appear- 
ances were observed in 52 of the 54 patients. 

Only 2 of the 55 patients had an acute fulminat- 
ing course; all the others had either a subacute or 
a chronic course. In the patients with subacute or 
chronic papillary necrosis, renal function may be 
seriously impaired during the acute attacks, so that 
urograms are useless. In the quiet intervals between 
these attacks the kidney recovers its function, 
though this is gradually reduced as the process 
continues. It is particularly typical of papillary 
necrosis that a series of urograms will on one oc- 
casion disclose considerably reduced concentration 
capacity, while on other occasions a normal state 
may be recorded. This variability is due to the fact 
that in the acute attacks, arising through acute 
papillary necrosis, there is a sudden flare-up of the 
infection accompanied by reduced renal function. 
When the necrotic portion has become detached, 
the infection recedes, and there is marked improve- 
ment in the function which may even become 
normal. In contrast to that, there is a progressively 
slow reduction of renal function associated with 
common chronic pyelonephritis, and improvement 
never occurs. When papillary necrosis is suspected 
on clinical grounds and the first urograms have 
given negative results, further examinations should 
be carried out, since a defective papilla is visualized 
in the roentgenogram when the necrotic portion 
has become detached, while in the early stages, 
before detachment has occurred, the roentgeno- 
gram may be normal. 

Renal papillary necrosis is more common than it 
was formerly thought. In recent years the disease 
would seem to have changed its character, becom- 
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ing more benign. As a rule, the disease occurs in 
combination with urinary tract infection and main- 
ly in younger persons, particularly in women. 
Papillary necrosis has no pathogenic relation to 
diabetes mellitus or urinary tract obstruction. The 
condition is complicated to a considerable degree 
by urinary calculi, of which the detached necrotic 
fragments of the papilla often form the nuclei. This 
may be revealed by microroentgenologic examina- 
tion. In most patients with renal papillary necrosis 
the diagnosis can now be made during life with 
the aid of urography or pyelography; this is im- 
portant, since a clinical diagnosis can otherwise be 
made only with the aid of examination of papillary 
fragments obtained from the patient’s urine or by 
surgical removal. 


Possibilities and Limitations in the Use of Conven- 
tional Medical X-Ray Film Under Conditions of 
Nuclear Warfare. H. F. Nitka. U.S. Armed Forces 
M. J. 9:648-653 (May) 1958 [Washington, D. C.]. 


Medical x-ray film is radiation sensitive, but a 
distinction must be made regarding its sensitivity 
when stored, as compared with that at the mo- 
ment it is loaded in a cassette containing 2 fluor- 
escent (“intensifying”) screens, which transform 
x-ray energy into light energy to which the film is 
much more sensitive. The film-screen combination 
is approximately 50 times as sensitive to diagnostic 
x-rays as the film alone. Furthermore, the sensi- 
tivity of x-ray film alone (i. e., without intensifying 
screen) to nuclear gamma radiation is only 1/20th 
of its sensitivity to diagnostic x-rays. In other words, 
when stored in the manufacturer’s box, the film 
sensitivity vo nuclear gamma radiation is approxi- 
mately 1/1,000th of its value when actually used 
(with intensifying screen) by the roentgenologist. 
This means that medical x-ray film can be stored 
up to 3 days without significant damage at a radia- 
tion level equal to the maximum permissible dosage 
established to safeguard the health of occupational- 
ly exposed adults, which is 0.3 r per week. 

There are 3 main sources of significant radiation 
after an air burst of a nuclear bomb: 1. The initial 
burst emits high-energy gamma radiation and neu- 
trons. 2. The neutrons of the initial burst induce 
gamma radiation on the earth to a considerable ex- 
tent within a 1-to-2-mile radius from ground zero. 
3. Radioactive particles are formed in the column 
and the fireball of the burst and yield the so-called 
fall-out. Near ground zero of a nuclear explosion, 
medical x-ray film and equipment are rendered use- 
less. However, general destruction in this area is so 
complete that no means for medical roentgen- 
ography would be available, regardless what roent- 
genographic system would be used. For distances 
greater than 1 mile from a nuclear air burst, storage 
in a basement would provide sufficient protection 
for medical x-ray film from the initial blast. For 
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surface blasts, protection against fall-out radiation 
must be considered in addition to shielding against 
the initial blast. Basement storage of film material 
will be adequate in most cases. For transport of film 
through heavily contaminated areas, monitoring of 
the dosage to which human life is exposed will in- 
dicate the time limit up to which film might be 
usable. As an additional precaution, particularly 
against scattered gamma radiation from the initial 
blast, 2 small concrete or brick vaults, to be placed 
in opposite basement corners, are recommended 
for film storage. The danger of reducing the 
diagnostic value of a roentgenogram due to con- 
tamination of the developer solution is considered 
insignificant. Medical roentgenography with con- 
ventional x-ray film will be feasible in the neighbor- 
hood of a nuclear explosion without extreme 
measures for protecting the film. 


Lipomas of the Colon, With Report of Five Cases. 
R. P. Henderson, E. J. Harris and J. M. Packer. 
Am. J. Roentgenol. 79:843-849 (May) 1958 [Spring- 
field, 


The authors report on 4 women and 1 man, be- 
tween the ages of 38 and 76 years, with lipoma of 
the colon who were admitted to the Mississippi 
Baptist Hospital in Jackson during the last 6 years. 
All the patients were subjected to a roentgenologic 
examination of the colon before surgical explora- 
tion. The diagnosis of lipoma was suggested in 3 
of them. The characteristic appearance of a lipoma, 
the second most common benign tumor of the 
colon, was present in 2 of these 3 patients; it was 
that of an intramural extramucosal tumor with 
smooth margins, slightly lobulated, and with a 
broad base. In the third patient, the smooth mar- 
gins and broad base were also present, but the 
tumor was not lobulated. In 2 of the patients the 
tumor appeared to be somewhat compressible on 
the multiple spot roentgenograms. Lipomas tend 
to be softer than other tumors when compression is 
used. Since the radiolucency of a lipoma cannot 
be recognized on conventional colon examination, 
again compression spot roentgenograms are of help, 
because the margins of the growth may not be 
clearly outlined within the barium-filled colon with- 
out compression. 

The possibility of a lipoma should be considered 
in any case of intussusception in an adult. Surgery 
is the only treatment, and excision is indicated in 
all patients with a tumor of the colon, regardless 
of the roentgenologic impression as to the nature 
of the tumor. Lipomas do not become malignant, 
but they are symptomatic in more than 80% of the 
patients. Even a suggestive roentgenologic diag- 
nosis might help limit the resection and make it 
easier for the surgeon to locate a soft lipoma at the 
time of operation. 
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PHYSIOLOGY 


Nutrition and Blood Cholesterol Level. E. Picchio 
and E. Rottini. Minerva med. 49:783-786 (March 3) 
1958 (In Italian) [Turin, Italy]. 


Correlation between nutrition and the serum 
cholesterol level was studied in 97 inmates of a 
women’s jail. This group was selected because of 
the standard diet which the inmates had received 
for a prolonged period of time. The daily diet con- 
sisted of 400 Gm. of carbohydrates (which consti- 
tuted 70% of total calories received), 50.1 Gm. of 
fat (19.5% of total calories), and 60.8 Gm. of protein 
(10.5% of total calories); this daily diet amounted to 
2,355 calories. Since the inmates worked, the diet 
was inadequate, being slightly lacking in protein 
and lipids but rich in carbohydrates; steps have 
recently been taken to correct the situation. The 
mean serum cholesterol level in the patients was 
223.7 mg. per 100 cc., which is higher than the 
level which the authors consider normal (208 mg. 
per 100 cc.). 

Fifty-two inmates who had spent more than 5 
years in jail had a lower serum cholesterol level 
(220 mg. per 100 cc.) than 45 inmates who had 
spent less than 5 years in jail (228 mg. per 100 cc.). 
This observation is noteworthy when one considers 
that almost all the inmates who had spent more 
than 5 years in jail were more than 40 years old 
and were thus in the age bracket in which an ele- 
vated serum cholesterol level is frequent. The au- 
thors believe that the serum cholesterol level is 
closely related to the endogenous rather than the 
exogenous nutrient metabolism. Poorly balanced 
diet contributes to the manifestation and to the 
exacerbation of a preexisting metabolic disorder; it 
probably does not initiate one. 


Effect of Certain Dietary Oils on Bile-Acid Secre- 
tion and Serum-Cholesterol. B. Lewis. Lancet 
1:1090-1092 (May 24) 1958 [London]. 


The serum cholesterol level is raised by most 
fats of animal origin, but it is lowered by many 
highly unsaturated oils from vegetable and marine 
animal sources. The object of the present study was 
to identify the mechanism or mechanisms by which 
these unsaturated oils lower the serum cholesterol 
level. Cholesterol is excreted mainly as bile acid 
both in the rat (taurocholic acid) and in man (gly- 
cocholic acid). In the experiments described, 3 pa- 
tients with complete bile fistulas were studied, the 
bile acid output being followed during manipula- 
tion of the serum cholesterol level by administra- 
tion of various fats and oils. Sunflower-seed oil (by 
mouth) and cottonseed oil (intravenously), which 
are both highly unsaturated, produced a remark- 
able increase in the rate of cholic acid secretion, 
which preceded the fall in serum cholesterol level. 
On the other hand, a saturated fat such as hydro- 
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genated coconut oil, did not affect the bile acid 
output but raised the serum cholesterol level. These 
findings support the hypothesis that the mechanism 
by which the serum cholesterol value is reduced by 
certain vegetable oils involves accelerated catabol- 
ism of cholesterol to cholic acid. 


PUBLIC HEALTH 


A Twenty-Year Appraisal of BCG Vaccination in 
the Control of Tuberculosis. J}. D. Aronson, C. F. 
Aronson and H. C. Taylor. A. M. A. Arch. Int. Med. 
101:881-893 (May) 1958 [Chicago]. 


The value of BCG vaccination in the control of 
tuberculosis among 8 American Indian tribes living 
in 5 widely separated areas has been investigated 
over a period of 20 years. Tuberculin-negative 
school and preschool children, grouped by age and 
sex, were divided by alternation into 2 groups. A 
group of 1,551 received an intracutaneous injection 
of BCG vaccine, while a group of 1,457 received 
an intracutaneous injection of isotonic sodium 
chloride solution and served as controls. Twenty 
years after the study was initiated, in 1956, the 
areas were revisited, and 1,547, or 99.7%, of the 
vaccinated and 1,448, or 99.4%, of the controls were 
accounted for. Of the BCG-vaccinated, 104, or 6.7%, 
had died during the 20 years: 0.84% of tuberculosis, 
3.0% of nontuberculous disease, and 2.9% of vio- 
lence. Among the controls. 150. or 10.4%, had died 
of all causes: 4.7%, of tuberculosis, 2.9%, of non- 
tuberculous disease, and 2.9%, of violence. The 
ratio of deaths from all causes of vaccinated to 
controls was 1:1.5; the ratio of deaths from tuber- 
culosis was 1:5.2; and the ratio of deaths from non- 
tuberculous disease and violence was 1:1. 

Among the vaccinated tuberculosis was respon- 
sible for 12.5% of all deaths, while among the con- 
trols tuberculosis was responsible for 45.3% of all 
deaths. In the control group the percentage of 
deaths from tuberculosis among females was twice 
as great as that among males, but in the vaccinated 
group both sexes had the same percentage of deaths 
from tuberculosis. Under the conditions of this 
study, a 15-year follow-up would have been suffi- 
cient to establish the value of BCG vaccine, since 
during the last quinquennium only 1 death from 
tuberculosis occurred among the vaccinated and 3 
among the controls. 


An Outbreak of Infectious Hepatitis on a College 
Campus. W. Clark, D. Sachs and H. Williams. Am. 
J. Trop. Med. 7:268-279 (May) 1958 [Baltimore]. 


In the fall of 1952, an epidemic of infectious 
hepatitis was observed among the faculty and stu- 
dent body of a privately operated coeducational 
college in South Carolina. At least 222 individuals 
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were affected, the over-all attack rate being 8%. 
The outbreak was abrupt in onset, short in dura- 
tion, and all its characteristics suggested a common 
source of infection. Cases were distributed through- 
out the campus population with great uniformity, 
with 2 exceptions: disproportionately low attack 
rates (0.4%) were observed in students who lived 
off the campus, and disproportionately high attack 
rates (17 to 50%) were observed in student workers 
in the common dining hall. Although every evidence 
pointed to a common source and mode of infection, 
these could not be determined with certainty. 

While nothing could be found pointing directly 
to water or milk as the source of infection, it is 
perhaps unwise in the case of infectious hepatitis 
to use the same criteria for the purity of milk and 
water supplies as would be applicable for less 
hardy infectious agents. It is possible that the 
hepatitis virus could remain a source of infection 
after treatment adequate to remove other kinds of 
agents. A recent epidemic in New Delhi, India, 
presumably caused by virus present in water with 
acceptable coliform counts, is evidence of this. 
Possibly the explanation for the outbreak lies in 
an understanding of its relationship to the epidemic 
in a smaller school. Use of contaminated fresh pro- 
duce by the 2 institutions remains an intriguing 
possibility. 


Isolation of ECHO Virus Type 9 from an Outbreak 
of Aseptic Meningitis with Rubelliform Rash, To- 
ronto, 1956. 1. V. Sultanian and A. J. Rhodes. Canad. 
J. Pub. Health 49:181-185 (May) 1958 [Toronto]. 


Thirteen antigenically similar strains of a virus 
were isolated in tissue cultures from 10 patients 
during an outbreak of aseptic meningitis, associated 
with the appearance of a rubelliform rash, in To- 
ronto and vicinity in the summer of 1956. Nine of 
these viral strains were recovered from the feces 
and 4 from the cerebrospinal fluids of these pa- 
tients. The agents were readily isolated in human 
amnion and in the epithelial cells of kidneys of 
monkeys. Neutralization tests showed that they 
were antigenically related to the enteric cytopatho- 
genic human orphan (ECHO) virus, type 9. Unlike 
the prototype ECHO 9, the isolates were patho- 
genic to suckling mice, and the lesions produced 
were similar in many respects to those caused by 
some of the Coxsackie viruses. Serologic studies 
showed that the isolates were poor antigens. The 
fact that some of the viruses isolated from patients 
during the outbreak of aseptic meningitis, with 
rubelliform rash, were recovered from the spinal 
fluid, that all strains were antigenically similar, and 
that neutralizing antibodies developed in the con- 
valescent serums of the patients is further evidence 
that ECHO 9 strains are human pathogens and give 
rise to a specific disease. 
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BOOK REVIEWS 


Fundamentals in Cardiology. By John B. Wild, M.D., 
Assistant Professor, Department of Internal Medicine, Mem- 
ber of Cardiovascular Laboratory, University Hospital, lowa 
City, Iowa. Cloth. $4.50. Pp. 83, with 16 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1958. 


This book by a clinical physiologist describes in 
graphic form the hemodynamic changes recorded 
in the various chambers of normal hearts as com- 
pared with hearts that are abnormal due to valvu- 
lar disease or shunts. The data presented resulted 
from cardiac catheterization studies of valvular and 
congenital heart disease. The physical findings of 
each type of heart lesion discussed are pointed out 
and emphasized in reference to the hemodynamic 
etiological factors involved. The author wrote the 
monograph particularly for the student, intern, and 
resident because of the need for this type of text- 
book in teaching curriculums. He was aware that 
the data was scattered throughout the medical 
literature of the past 10 or 15 years, and by compil- 
ing it into a small, compact volume he has per- 
formed a welcome service. 


Tuberculosis in Animals and Man: A Study in Compara- 
tive Pathology. By John Francis, D.Sc., M.R.C.V.S., Profes- 
sor of Veterinary Preventive Medicine and Dean, Faculty of 
Veterinary Science, University of Queensland, Brisbane, 
Australia. Cloth. $18. Pp. 357, with illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2; Cassell & Co., Ltd., 35 Red Lion Sq., London, 
W. C. 1, England; 210 Queen St., Melbourne; 26-30 Clar- 
ence St., Sydney, Australia, 1958. 


The author’s book “Bovine Tuberculosis,” pub- 
lished in 1947, provided a basis for one section of 
this book. The subject of avian tuberculosis, includ- 
ing infection of wild birds and of mammals with 
avian tubercle bacilli, was aided by the study by 
Feldman in 1938, and many other original and 
authentic sources were used. The incidence of tu- 
berculosis in cattle is estimated, and methods of 
diagnosis, control, and eventual eradication are 
outlined. The relationship of the three types of 
tubercle bacilli and of the human and bovine tuber- 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


culosis epidemics is discussed. Infection of man 
with bovine-type bacilli and the so-called skin 
tuberculosis of cattle, important because it sensi- 
tizes to tuberculin, are discussed, with reference to 
similar conditions in buffaloes and in man. The pur- 
pose of the book is to provide a modern account of 
tuberculosis in all the species for which there is 
reliable information. Tuberculosis offers an ideal 
field for the application of the comparative method, 
and it is hoped the account given will contribute 
to a better understanding of tuberculosis as a 
whole and provide a general picture of the disease 
at a time when a determined effort is being made, 
in both the medical and veterinary fields, to eradi- 
cate this infection. The three sections cover bovine 
tuberculosis, tuberculosis in animals other than 
bovine, and a comparison of the pathology and 
epidemiology of tuberculosis in animals and man. 
This is a valuable volume to set beside Koch’s orig- 
inal paper (1884), Straus’s classic “La Tubercu- 
lose et son bacille” (1895), Calmette’s “L’infection 
bacillaire et la tuberculose,” Cobbetts’s “The Causes 
of Tuberculosis” (1917), and the massive reports of 
the British Royal Commission on Tuberculosis. As 
a reference book, it should find an honored place 
for a long time. The illustrations are well chosen 
and of high grade. The pleasing arrangement adds 
to the book’s attractiveness. 


Care of the Premature Infant. By Evelyn C. Lundeen, 
R.N., Supervisor, Premature Infant Station, Sarah Morris 
Hospital of Michael Reese Hospital, Chicago, and Ralph H. 
Kunstadter, M.D., F.A.C.P., F.A.A.P., Attending Pediatrician 
and Vice-Chairman, Department of Pediatrics, Michael 
Reese Hospital. [Portions of book appeared formerly under 
title The Premature Infant, by Julius H. Hess, M.D., and 
Evelyn C. Lundeen, R.N., 1941, 1949, Lippincott Company.] 
Cloth. $8. Pp. 367, with 87 illustrations. J. B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; 4865 West- 
ern Ave., Montreal 6, Canada; Pitman Medical Publishing 
Company, Ltd., 45 New Oxford St., London, W. C. 1, 
England, 1958. 


This is an excellent textbook, especially for 
nurses. It is written by two well-qualified persons 
and covers the entire problem of prematurity in a 
simple, clear, and concise manner. The sections on 
organization of the station for premature infants, 
nursing routine and techniques, and feeding and 
feeding techniques are especially commended. 
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QUESTIONS AND ANSWERS 


ANTIBIOTICS AND PROLONGED 

STEROID THERAPY 

To THE Eprror:—What is the general consensus of 
opinion on the need for antibiotics in conjunction 
with cortisone therapy in terms of the patient on 
long-term cortisone therapy, as in arthritis or 
some of the collagen diseases? The need for close 
scrutiny to recognize any infection that may de- 
velop is realized, but would it be considered 
necessary to give an antibiotic in conjunction 
with cortisone to prevent the development of 
infection? 

Ernest B. Miller, M.D., Manistee, Mich. 


ANswerR.—Antibiotic therapy in prophylaxis should 
not be given with long-term corticosteroid therapy. 
Antibiotic therapy should be used in the presence 
of an active infection after the organism has been 
isolated and sensitivity studies done. 


GRAFTS FOR THIRD DEGREE BURNS 

To THE Eprror:—In applying split-thickness grafts 
to a third degree burn, is it better to remove the 
granulations down to a firm yellow base or to 
apply the grafts on top of the granulations which 
are clean (bacteriologically) and healthy? If the 
granulations are removed, what method should 
be used so as not to lose too much blood and to 
prevent oozing of blood beneath the applied 
split-thickness grafts? M.D., New York. 


Answer.—In third degree burns it is best to slice 
granulations off in sheets, leaving a smooth yellow- 
ish base. The granulations must not be scraped. 
Grafting is more successful on a clean base. Hemos- 
tasis should be completely controlled before any 
graft is applied. Control of capillary oozing is usu- 
ally effected by means of warm, wet sponges which 
are applied with pressure. If bleeding persists, the 
offending vessel may be clamped with a hemostat 
and crushed. If this is not completely effective, a 
no. 0000 or 00000 catgut may be used. Sometimes 
the application of topical thrombin with pressure 
is also effective. If possible, the use of catgut should 
be avoided, because during the absorption of this 
material a localized necrosis takes place at the 
site of the catgut, although this is usually inconse- 
quential. A massive pressure dressing should be 
applied after the operation is complete. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


PAGASSOSIS 
To THE Eprror:—Please give information on bag- 
assosis due to sugar cane sensitivity. 
Howard H. Ingling, M.D., Springfield, Ohio. 


ANSWER.—Bagassosis is a pneumoconiosis due to 
the inhalation of bagasse dust, bagasse being the 
name for the dried pulverized stalks of sugar cane. It 
is of importance as an industrial hazard in two prin- 
cipal areas: where cane sugar is manufactured and 
in plants where bagasse is processed into insulating 
board. The best control measure is prevention, 
either by adequate forced ventilation or by having 
exposed workers wear protective filtering masks. 
Clinically, bagassosis tends to be subacute, with 
fever and cough the outstanding symptoms. Large, 
conglomerate radiopaque areas may be seen on 
chest roentgenograms. After the patient is no longer 
exposed to the cane dust, symptoms usually clear 
in one to three months. There is no specific treat- 
ment, but patients may be relieved of troublesome 
symptoms due to hypersensitivity to protein com- 
ponents of the dust by antihistamines or steroids. 
They should be watched closely for secondary bac- 
terial pulmonary infection in order that appropriate 
treatment may be begun promptly. 


HANDLING TUBERCULOUS SPECIMENS 

To THE Eprror:—What is the best procedure for a 
pathologist to follow in handling actively tuber- 
culous autopsy and surgical specimens, with re- 
spect to minimizing the hazard of infection to 
himself and to laboratory technicians and obtain- 
ing technically satisfactory slides within two or 
three weeks after receipt of the specimen? The 
custom in this laboratory is to fix such specimens 
in 10% formalin for 10 to 14 days before cutting 
them. Please evaluate the reliability of this tech- 
nique. M.D., Massachusetts. 


ANSWER.—To reduce the hazard to the surgeon, 
pathologist, or laboratory technician who wishes to 
obtain specimens of tissue from actively tuber- 
culous lesions, the first consideration is the realiza- 
tion that tubercle bacilli are most dangerous when 
present as minute invisible droplet nuclei in the 
air inspired by the exposed person. The greatest 
source of such droplet nuclei is from opening ten- 
sion cavities. In this consultant's laboratory, an 
ultraviolet lamp emits monochromatic rays of 
2,537 A directly over the autopsy table where the 
sectioning is done. If possible, it would be desir- 
able to insufflate, under atmospheric pressure, 10% 
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neutral formalin into the bronchus communicating 
with the cavity and tie off the channel. This not 
only insures the death of the contained bacilli with- 
in a few days but preserves the specimen in its 
natural anatomic relationship and greatly aids in 
the assessment of the character and extent of the 
lesion. At this time the cavity can be sectioned in 
any desired manner without undue danger of con- 
tagion. If it is mandatory to open a fluctuating le- 
sion prior to formalin fixation, one may cover the 
lesion, umbrella fashion, with filter paper soaked 
in 70% alcohol or other disinfectant and cut be- 
neath the filter paper so that the escaping spray 
will be intercepted by the antiseptic-soaked filter 
paper. When doing this, one should wear gloves 
and a face mask. Fixation of sections of tissue 2 or 
3 mm. in thickness for one week in 10 volumes of 
10% neutral formalin is sufficient both for steriliza- 
tion and for histological preparation. Neutral for- 
malin is the most widely used fixative and is suit- 
able for the greatest variety of subsequent histo- 
logical procedures. 


TRAUMA AND SARCOMA 

To THE Eprror:—What is the relationship of trau- 
ma to the cause or aggravation of an osteosar- 
coma or Ewing's sarcoma? 


A. F. Barnett, M.D., West Frankfort, Ill. 


Answer.—There is no good evidence that trau- 
ma of any kind has ever been known to produce 
an osteosarcoma or Ewing's tumor. A severe bruis- 
ing injury or a fracture which involved an osteo- 
sarcoma has been thought to cause an accelerated 
rate of growth of the malignant lesion. It would 
seem reasonable to assume that the same would 
be true of a Ewing’s tumor or any other malignant 
bone tumor. Aggravation of a preexisting malignant 
tumor of a bone has been determined by court de- 
cisions, and in several instances by the Industrial 
Commissioners of the State of Illinois, where a pa- 
tient had suffered a fracture through the tumor 
area. 


FLATTENING OF ONE SIDE OF THE HEAD 

To tHe Eprror:—A baby, 11 months old, always 
sleeps with his head turned to the right, lying 
flat with the remainder of the body. The head 
shows perceptible flattening on the affected side. 
The anterior fontanelle is closed. What measures 
should be taken to correct this? If flattening per- 
sists, is there any risk of cerebral damage? 

M.D., Connecticut. 


Answer.—It is difficult to change the sleeping 
position of an infant 11 months old, as by that time 
he can roll over at will. As a preventive measure 
for such a condition, a very young infant should 
be made to lie part of the time on each side, back, 
and abdomen. Infants prefer, as a rule, to face a 
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source of light, and the position of the bed can 
be changed from time to time so that he is not 
always facing the light from the same position. 
Inasmuch as an 11-month-old infant sits or stands 
much of the time while awake, unless a torticollis 
exists while sitting no permanent damage can re- 
sult. The infant should be placed on his abdomen 
before falling asleep or, if he will not fall asleep 
in that position, turned on his abdomen as soon 
as sound asleep. The flattening of his head on the 
affected side will not cause any cerebral damage 
and will largely disappear over the next few years. 
However, if a torticollis (holding the head to one 
side) does exist when he sits or stands, orthopedic 
care is indicated ( possibly a shortened sternocleido- 
mastoid muscle may be the cause). 


SALMONELLA CARRIER 

To THE Eprror:—A 39-year-old woman was treated 
for enteritis caused by a salmonella infection in 
January, 1958. She was given 250 mg. of chlor- 
amphenicol four times a day for one week. Be- 
cause of a persistent positive stool report of Sal- 
monella paratyphi B var. java from the state pub- 
lic health laboratory, she was again given chlor- 
amphenicol, this time for two weeks. Her stool 
cultures have remained positive. Findings on 
complete x-ray and sigmoidoscopic examinations 
were essentially negative. She had an appendec- 
tomy in 1946. She is asymptomatic. What is sug- 
gested for treatment? 

Harry W. Depew, M.D., San Diego, Calif. 


Answer.—The failure of the patient to respond to 
treatment with chloramphenicol is evidence that 
the organism is either resistant to the antibiotic in 
the dosage given or may be in her gallbladder or 
bile ducts and hence inaccessible to the drug. Since 
there is no assurance that treatment with other 
antibiotics would cure the carrier condition and 
since the patient is not a food handler, this con- 
sultant would recommend no further treatment. In 
many cases the carrier condition clears in a matter 
of months, and for that reason stool cultures should 
be taken at six-month intervals to see whether the 
carrier state persists. 


BIOLOGICAL ACTIVITY OF BANK BLOOD 

To tHE Eprror:—What is the proportion between 
biologically active oxyhemoglobin and _ the 
hemoglobin in bank blood with A.C.D. solu- 
tion added as an anticoagulant, according to 
spectroscopic examination, as supplied by blood 
banks? 


Alfred R. Ross, M.D., Cape Vincent, N. Y. 


Answer.—Bank blood (with A. C. D. solution, 
anticoagulant) 1 day old is indistinguishable from 
21-day-old bank blood as judged by spectroscopic 
examination, both being within the range of nor- 
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mal. In vivo survival studies provide a measure of 
biological activity of the erythrocytes and their 
hemoglobin. Such studies show that virtually 100% 
of erythrocytes survive normally in the recipient 
if the bank blood is preserved with A. C. D. solu- 
tion and is infused no later than 10 days after 
donor venesection. In contrast, bank blood admin- 
istered 21 days after donor venesection shows nor- 
mal survival of over 70% of the infused erythrocytes, 
the rest (together with their hemoglobin) being 
removed from the recipient’s circulation within 24 
hours of infusion. 


BITTERNESS IN THE MOUTH 

To THE Eprror:—A man, aged 57, complains of a 
strong taste of bitterness in his mouth and throat 
all the time regardless of what he may eat or 
drink or the kind of work he may do. This sensa- 
tion began after his tonsils were removed Feb. 
7, 1958. Findings on all examinations have been 
essentially negative. The only thing found was a 
fairly large hiatus hernia. Is it possible that there 
could be a regurgitation of digestive fluids or bile 
which would cause the taste of bitterness in the 
mouth? What else might cause this disagreeable 
sensation? 

Frank R. Ruff, M.D., Fresno,. Calif. 


ANswER.—The complaint of “bitterness in the 
mouth and throat” is not an uncommon one. There 
are probably a good many causes, but in most 
instances the complaint is of a functional nature, 
related to aerophagy, dietary habits, poor elimina- 
tion, and dental care; at times there is an associated 
compulsive neurosis. The possibility of regurgitant 
esophagitis associated with an esophageal hiatus 
hernia could receive consideration. Esophagoscopy 
and roentgenologic examination should help to de- 
termine this. It is unlikely that repair of such a her- 
nia will eliminate this symptom. Rarely is the actual 
cause of this unpleasant symptom found. 


EMOTIONAL PROBLEMS FOLLOWING 

ORGANIC BRAIN DISEASE 

To THE Eprror:—A 42-year-old man had a cerebral 
hemorrhage a year ago, causing a hemiplegia. 
He is sufficiently recovered to resume a responsi- 
ble job, but he has sought psychiatric help be- 
cause he is prone to outbursts of rage toward 
his family and is fearful of being destructive. 
Are emotional problems following organic brain 
disease amenable to psychotherapeutic help? 

M.D., Indiana. 


ANsweER.—A person suffering from the after-ef- 
fects of organic brain disease can be helped by 
psychotherapy insofar as he is a reasonable indi- 
vidual. It may be concluded that he can be rea- 
soned with, since he has been able “to resume a 
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responsible job.” Having suffered a cerebral hemor- 
rhage which left him with a hemiplegia, there is 
obvious destruction of brain tissue, and, therefore, 
he may be said to have suffered a “lobotomy.” 
Where lobotomies are done for therapeutic rea- 
sons, it is not uncommon to find the patients lack- 
ing control of emotional outbursts after such op- 
erations. In any case, where there is a lack of 
emotional control, there is potential danger of 
destructiveness. Psychotherapy would, therefore, 
have to be directed toward giving the patient an 
understanding of his margin of safety and leading 
him to the realization that he has to keep within 
that margin. Otherwise, he may get out of emo- 
tional control. A review of recent literature does 
not reveal any specific reference to the use of psy- 
chotherapy in organic brain disease, but the same 
principles that are used in the treatment of any 
mental illness certainly apply in this case. Con- 
sequently, any standard textbook on psychotherapy 
would give the essential techniques. 


GYNECOMASTIA AND RESERPINE 

To THE Eprror:—A 75-year-old man with hyper- 
tensive vascular disease gives a history of having 
had a malignant tumor of the testis removed 
with supplemental x-ray therapy in about 1932. 
There is no sign of recurrence. Twice, when his 
dosage of reserpine was increased to a maximum 
of 3 mg. per day, he developed a definite en- 
largement and tenderness of the right breast with 
edema of the areola and darkening of the nipple. 
There has been a slight reaction on the left nipple 
with no breast enlargement. On withdrawal of 
this therapy, the gynecomastia subsided com- 
pletely. Please give an explanation of this oc- 
currence. 

David Gregory, M.D., Glasgow, Mont. 


ANswerR.—There is no reason to suppose that the 
mammary response to high doses of reserpine was 
in any way related to the occurrence of a testicular 
tumor a quarter-century before. Stimulation of the 
mammary gland, however, may occur rarely in 
either sex as a side-effect of high doses of the 
tranquilizing rauwolfia or phenothiazine products. 
Continued administration probably would have led 
to milk secretion. Animal experiments indicate that 
this phenomenon is due to the release of pituitary 
lactogenic hormone (prolactin) associated with 
inhibition of gonadotropic hormones. A sensitivity 
of this type is no contraindication to the use in 
such a case of what would probably be the safest 
antihypertensive therapy, namely, a combination 
of smaller doses of reserpine with other drugs, such 
as hydralazine hydrochloride, ganglionic blocking 
agents, or chlorothiazide. Properly individualized 
combination therapy may permit the use of smaller 
doses of all drugs concerned, in which their sepa- 
rate side-effects would be minimized or absent. 
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PERSISTENT “BLINKING” IN A CHILD 

To tHe Eprror:—An 8-year-old girl, in good health, 
began to “blink” her eyes about one year ago. 
An ophthalmologist found nothing wrong with 
her eyes, but the patient says they feel irritated. 
She is allergic to some foods. Could this be due 
to a nutritional deficiency? Her diet seems to be 
well balanced. What are the causes of such a con- 
dition? Please give suggestions for therapy. 

Jerome Kogan, M.D., Stamford, N. Y. 


Answer.—‘Blinking” in a child may be caused 
by several things: 1. Recurrent irritants. This is 
most unlikely except in such instances as constant 
exposure to chlorine or other chemicals in a swim- 
ming pool. 2. Low-grade, persisting infection of 
the cornea or conjunctiva. This, in the experience 
of this consultant, is not common but is possible 
and might well be established by the use of ap- 
propriate laboratory procedures. 3. Allergic con- 
junctivitis. This condition is not common either, 
but it is a decided possibility, and clinical appear- 
ance and appropriate laboratory procedures would 
help to establish this diagnosis also. 4. Disease of 
the central nervous system. This, too, is an uncom- 
mon cause. 5. “Nervous habit.” Such is the most 
common cause of blinking in children and is fre- 
quently seen in children who pull their hair, fiddle 
with their nose and ears, chew their fingernails, 
and suck their thumbs. If organic cause has rea- 
sonably been ruled out, an effort should be made 
to ignore the blinking completely and, if necessary, 
to seek psychiatric or psychological advice. It is 
doubtful that nutritional deficiency would play any 
part in this condition. It is not common to find that 
local irritation, in the form of either low-grade 
infection or allergy, will start the blinking, and this 
may continue as a nervous habit. The use of sooth- 
ing washes containing soda and soothing drops 
containing a slight amount of anesthetic and anti- 
septic and, probably, the oral administration of 
one of the antihistamines would seem to be help- 
ful in cases which continue to be nonspecific in 
nature. It must be recalled that, unless the blinking 
is severe, any treatment may tend to prolong a so- 
called nervous habit. 


GENETIC BACKGROUND FOR LEUKEMIA 

AND DIABETES 

To tHe Eprror:—A baby is up for adoption. The 
grandfather of this baby is a diabetic; a first 

cousin died of leukemia. The would-be adoptive 

parents want to know what effect this history has 

on the future of the baby. 


W. A. Rauch, M.D., Manitowoc, Wis. 


ANSWER.—There is no evidence as yet to indicate 
a strong genetic background for leukemia, and, as 
it is only the first cousin of the baby who was 
affected, this factor can be ignored in planning for 
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adoptive placement. The likelihood of the baby 
becoming diabetic is considerably higher because 
of the high frequency of diabetes in the whole pop- 
ulation. The frequency of diabetes in the population 
eventually turns out to be as high as 3 or 4%, but it 
is, of course, a great deal lower than this in chil- 
dren. The evidence seems to be that diabetes is a 
recessive trait which is carried by perhaps as much 
as one-fifth of the population. Consequently, this 
baby and all other babies have a reasonable chance 
of developing diabetes at some time. However, with 
proper therapy it does not cut down their life ex- 
pectancy and, indeed, is not a very serious problem 
in most cases. This consultant’s recommendation 
would be for the adoptive parents to go ahead and 
adopt the baby and to pay no further attention to 
the problems of leukemia and diabetes beyond 
what any well-educated couple would do in having 
occasional physical check-ups for their children, 
which, of course, include a urine sample. 


THINNING OF HAIR IN WOMEN 

To tHE Eprror:—A 37-year-old woman was seen 
because of weight loss and alopecia, present for 
five or six months. She also has a mild anxiety 
neurosis. Her history is noncontributory, and 
findings on physical examination were completely 
within normal limits except for generalized thin- 
ning of scalp hair, several areas being almost 
completely bald with no new hair growth noted. 
Please give suggestions or information on treat- 
ment for this condition. M.D., Kentucky. 


Answer.—Thinning of the hair in a woman ap- 
proaching 40 years of age and loss of weight are 
nonspecific findings and are not indicative of any 
diagnosis. Many conditions may cause thinning of 
the scalp hair in an adult. However, it is assumed 
that the patient has no seborrheic dermatitis, tricho- 
tillomania, or alopecia areata, any recent illness or 
pregnancy, or exposure to an overdose of x-rays. 
Dermatologists are encountering more and more 
of this type of alopecia. It is tempting to theorize 
that the loss of hair is on a hormonal basis, such 
as a masculinizing tumor or premature menopause 
with a disturbance of the androgen-estrogen bal- 
ance to the male side. However, many of these 
cases are due to less exotic causes, such as the use 
of cold waves or hair straighteners. If this is the 
situation, the hair will break off rather than fall 
out. The patient often will interpret this as a bald- 
ness due to shedding of the hair rather than to its 
rupture. Discontinuance of such chemicals results 
in a “cure” in one to three months: Excessive brush- 
ing is to be deplored. If these suggestions are not 
applicable to this patient, she should be subjected 
to an expert endocrinological analysis and a search 
should be made for a masculinizing tumor, such as 
an arrhenoblastoma of the ovary. Treatment with 
estrogenic substances may be indicated by such a 
survey. 
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DISSOLVING CORNEAL OPACITIES 


To THE Eprror:—Has a new drug been made avail- 
able for the treatment of amblyopia in a diabetic 
patient? A 79-year-old woman has had diabetes 
for 35 years. Eye tests revealed no cataract or 
other condition and the presence of acid and 
sweet tears. The blood sugar level was 150 mg. 
per 100 cc.; the urine was free of sugar. Her main- 
tenance therapy has included insulin, 10 units of 
the 80 units per cubic centimeter concentration, 
and lente insulin, 30 units of the 80 units per cubic 
centimeter concentration. A scum has formed 
over the eyes, producing blurred vision. Attention 
has been drawn to a medicine, given in drop 
form, that will dissolve this coating on the eyes. 
Please give information on such a drug. 

Roy Millsap, M.D., Los Angeles. 


ANswerR.—Amblyopia as a complication of dia- 
betes can be due to numerous conditions. In a 79- 
year-old person who has had diabetes for 35 years, 
it would be unusual not to find diabetic retinopathy. 
The “scum” over the eyes refers, apparently, to 
corneal opacities. The only corneal opacity that can 
be dissolved is that due to calcium infiltration, as 
in band-shaped retinopathy, which gives a pathog- 
nomonic picture on biomicroscopic examination 
with the slit-lamp. For treatment, a chelating 
agent is used, edathamil calcium-disodium (calcium 
disodium ethylenediaminetetraacetate, EDTAA), 
0.37%, with a 0.1% solution of sodium bicarbonate, 
which is sterilized by boiling. After the corneal 
epithelium is peeled off, the solution is dropped 
into the eye continuously for 15 minutes. The pre- 
pared solution is obtainable in quantities of 100 cc. 


MERCURY AND ACRODYNIA 


To THE Eprtor:—Has a relationship between acro- 
dynia and mercury absorption been established? 
For some reason diaper rashes in a patient are 
much more frequent and persistent lately. These 
rashes formerly responded to treatment of the 
diapers with bichloride of mercury. Another help- 
ful ointment was ammoniated mercury. Is it wise 
to give up the use of these mercurials, at least 
in children up to 3 years of age? 

Blackwell Sawyer, M.D., Toms River, N. J. 


ANSWER.—At present the exact cause of all cases 
of acrodynia is not established, but mercury, and 
at times other heavy metals, as the cause is the best 
substantiated and documented. If these heavy met- 
als are the etiological agent, then there must be an 
unusual tissue sensitivity or idiosyncrasy to the 
chemical compounds. The finding of mercury in 
the urine, the frequency of a history of ingestion 
of some mercury compound, and the response to 
dimercaprol weigh heavily in favor of mercury as 
being the etiological agent. Warkany and Hubbard 
(A. M. A. Am. J. Dis. Child. 81:335, 1951) found 
mercury in the urine of 25 of 28 children with the 
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disease, and in the 3 with negative findings there 
was a history of taking mild mercurous chloride. 
Franconi and others (Helvet. paediat. acta 3:264, 
1948) reported positive urinary findings in 19 of 20 
cases and Holzel and James ( Lancet 1:441, 1952) in 
61 of 94 cases. Bichloride of mercury and boric 
acid are used much less frequently than formerly to 
prepare diapers because of the hypersensitivity and 
toxicity reported from their use. There are several 
commercial compounds on the market that are ef- 
fective and less toxic than bichloride of mercury. 


EXCESSIVE SALIVATION IN PARKINSONISM 


To tHE Eprror:—Is there anything which can be 
used to check the excessive salivation which oc- 
curs in patients with Parkinsonism? 

M.D., Iowa. 


ANsweER.—There is nothing effective for the ec- 
cessive salivation which occurs with this condition. 
The various drugs used in the treatment of other 
symptoms have a drying effect on the mucous mem- 
branes in varying degree, but they are ineffective in 
stopping excessive salivation. 


SERUM CHOLINESTERASE AND 
MYASTHENIA GRAVIS 
To THE Eprror:—In Tue Journat for June 21, 1958, 
page 1057, a question was concerned with 
cholinesterase levels in a patient with myasthenia 
gravis and a history of frequent exposure to 
various and sundry insecticides. The consultant 
indicated that he had no evidence that chronic 
residuals from insecticides affect the level of 
serum cholinesterase. I would therefore like to 
direct attention to the report by Quinby and 
Lemmon (J. A. M. A. 166:740-746 [Feb. 15] 
1958). In some of the cases of poisoning due to 
parathion residues reported by these workers, 
laboratory determinations indicated decreased 
cholinesterase activities in plasma, as well as in 
erythrocytes. These findings imply that blood 
cholinesterase levels are affected by residuals 
from certain insecticides. 
George X. Trimble, M.D. 
1401 Chestnut Ave. 
Long Beach 13, Calif. 


The above comment was referred to the con- 
sultant who answered the original question, and his 
reply follows.—Eb. 


To tHE Eprror:—The article by Quinby and Lem- 
mon applies to residual insecticides left on the 
crop, not to residual symptoms that accompany 
low cholinesterase levels in the serum. In their 
report the values returned to normal ranges in 
three to six weeks after exposure. As far as is 
known, this kind of chronic poisoning is not re- 
lated to myasthenia gravis as was stated in the 
question. 
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RROTEIN: DEPLETION REVERSE 


the clinical results are positive when 


NILE VAR positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 

When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e Appetite improves © The patient feels better 
e Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 
Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 
Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. 
and ampuls (1 cc.) of 25 mg. The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the daily dosage is 0.5 mg. 
per kilogram of body weight, in single courses no longer than three months. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is a change of address, THE JouRNAL should 
be notified at least six weeks before the change is 
made. The address label clipped from the sub- 
scriber’s latest copy of THz JouRNAL and a state- 
ment of old and new address should be included. 
If there is a postal zone number, it too should be 
included in the new address. The instructions should 
state whether the change is permanent or temporary. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIA- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THe JOURNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of perioddécal, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JournNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THE JounNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 
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535 N. DEARBORN STREET, CuIcAco 10 
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THE DIETENE NIBBLER 


Both “nibblers’ 
but ones 
losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 
the craving for “something good to 
eat” between meals—part of a sound 
reducing program 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 
Calorie Diet. They lose weight safely 
and sensibly . . . and like it. 


FREE 1-POUND CAN OF DIETENE 


See how quickly it mixes with 
skim milk, how good it tastes. 


THE DIETENE company 
Minneapolis 16, Minn. DA-968 


Please send me free a 1-pound can of 
Instant Dietene (regularly $1.89) and 
free ‘otal of Dietene Diet Sheets. 


Nam 
Address 


J.A.M.A., Sept. 6, 1958 
CLASSIFIED ADVERTISEMENTS 


For personal classified advertisements the rate 
is $7 per insertion for 30 words or less, additional 
words 25¢ each. 


SEMI-DISPLAY ANNOUNCEMENT 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 
for 30 words or less, additional words 30¢ 


eac 
COMMERCIAL CLASSIFIED ADS 

For classified advertisements of a commercial or 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30¢ each. 
For semi-display, $11.25 for 20 words or less, 
additional words 40c each. This rate is given for 
EACH INSERTION. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45e is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THe JournNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue Journa is not permitted to divulge the 
identity of advertisers who have their mail sent 
eare of A. M. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 
directiy to the 
advertiser in 
this manner. 


— 


All replies to key numbers are mailed the ame 
day as received. 

Physicians who are not members of county medi- 
eal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 


the Advertising Committee. 
All questionable items will be excluded from 
these columns and notification of any misrepre- 


sentation seen by readers will be appreciated. 
CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF iSSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


GOVERNMENT SURPLUS — MEDICAL SUPPLIES; 
brand new, first quality surgical instruments and hos 
write for our medical surplus catalog; 


pital supplies; 


lists more than 7,500 items for the surgeon, specialist, 
general practitioner; catalog contains separate listings 
. Scissors and hemosta ats; syringes and 
EENT-Rhinoplastic Sronchoscopy ; 

Gynecology- obstetrics; proctology urology: orthopedics 
neurosurgery; sutures; laboratory supplies; office equip 
ment; all merchandise sent subject to your approval; 
prompt shipments; we ship anywhere. Arista Surgical 


Company, 67 Lexington New York 10, New 


BASAL TEMPERATURE CHARTS—TOMPKINS; FOR 
study and treatment of sterility cases; sample gladly. 
Tec-A Publications, 1660 Sacramento Street, San 
Francisco 9, California. 


Avenue, 


USUAL? ENJOY A SAILING VA- 
week all expense; airmail Yacht 
sahamas. 


BORED WITH THE 
cation; $500 per 
Aloha, Hopetown, 


SURGEON-LAWYER—CERTIFIED; FACS; MEMBER 
of the New York Bar; experienced in hospital admin- 


istration, will operate hospital on profit- 
sharing basis. Box 6533, So AMA. 
McGILL UNIVERSITY, MONTREAL, QUEBEC—RE- 


vision course in anesthesiology, Monday, September 8th 
to Saturday, September 13th, inclusive; this course is 
arranged as a review prior to examinations 1958 and 
for general practitioners engaged in part time anesthe- 

sia; it consists of dai ily oe of clinical observation 
from_ 8 A. M. to 1 . and lecture sessions from 2 
cs; eighteen lectures will be gi’ a in all, by mem- 
bers of the Department of Anesthes.a, McGill Universi- 
ty; these cover the more important features of the phys 
jiology and anatomy of respiration, the cardiovascular 
System and other basic factors; pharmacological and 
anatomical considerations relevant to anesthesia will be 
reviewed; a lecture a day will be on one of the various 
clinical aspects of anesthesia; those wishing to attend 
who have not been on the McGill course should apply 
to Dr. R. G. B. Gilbert, Chairman, Department of An- 
esthesia, McGill University, address 3801 University 
Street, Montreal, P. Q.; the cost of this course for those 
not in the previously mentioned category is $25.00; a 
detailed programme can be sent to all those who are 
interested, on application to the above address. 


MIDWESTERN UNIVERSITY OFFERS THE POSI- 
tion of coordinator of undergraduate psychiatric train- 
ing; salary depending on Oy Send full in- 
formation to: Box 6497, % AMA. 


(Continued on page 103) 
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Age of 
for Orinase" Onset: 
Previous 


Treatment: 


now more than 
300,000 diabetics 
enjoy oral therapy 


"Most likely Diabetes: 


Mild or 
Moderate 


Around 40 


Diet, or 
less than 
40 units 
of insulin 
daily 


in the presence of a functional pancreas, Orinase 
effects the production and utilization of native insulin 
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Compocillin-VK Oral Solution 
200,000 units 
| | Penicillin V acid 200,000 units. 


4] Potassium penicillin G 200,000 
units 


Median esto ow > a 


Penicillin Units Per Milliliter 


time—hours 
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POTASSIUM PENICILLIN V 


Now, for oral administration, CompociLiin-VK 
Granules offer you a solution of potassium 
penicillin V. Developed by Abbott Laboratories, 


the granules are dry and reconstituted with water. 


The clear, red solution has a fresh, cherry flavor, 
is taste-tested and is well-accepted by patients. 
And they'll get those high potassium penicillin V 
blood levels (note chart). 

CompociLtin-VK is indicated for all infections 
susceptible to oral penicillin therapy. Also, in 
treating recurring rheumatic fever and in manag- 
ing rheumatic carditis. May be used in counter- 
acting complications from severe viral attacks. 

The initial recommended dose: In acute infec- 


tions, the range is from 125 mg. (200,000 units) 
three times daily to 250 mg. (400,000 units) every 
four hours. For young children, the adult dose 
may be reduced in proportion to age and weight. 
For prophylactic use, 125 mg. (200,000 units) may 
be administered once or twice daily. 
Compocittin-VK Granules for Oral Solution 
come in 40-cc. and 80-cc. bottles. Each 5-cc. tea- 
spoon of the reconstituted solution represents 125 
mg. (200,000 units) of potassium penicillin V. The 
dry granules stay stable under ordinary room 
temperatures. When reconstituted, the cherry- 


flavored solution will remain potent q p p 


for two weeks under refrigeration. 
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SUMMARY OF REPORTS 


No. of 
Patients 


Results Percent 


6,367 Excellent 30.9% 


10,585 Good 51.4% 


2,637 Fair 12.8% 
4.9% 


(Total number of Side Effects: 622 3.0%) 


1,903 Unsatisfactory 


This data deals with the results 
obtained by 1,944 physicians, 
treating 20,588 hypertensive pa- 
tients with Unitensen. The “Proof 
In Practice” study validates, in 
day-to-day private practice, the 
findings of clinical trials in hos- 
pitals and institutions. It proves 
that Unitensen affords well 
tolerated, dependable office man- 
agement for the majority of 
hypertensive patients, Unitensen 
lowers blood pressure . . . im- 
proves cerebral and renal blood 
flow ... exerts no adverse effects 
on circulation . . . and, is virtually 
free of serious side effects. 


UNITENSEN’ 


Each Unitensen tablet contains: 
Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-R’ 


Each Unitensen-R tablet contains: 
Cryptenamine (tannates) 1.0 mg., Reserpine, 0.1 mg. 


Clinical supplies available on request. 
Call your pharmacist for any additional informa- 
tion you may need. For economy, prescribe in 50’s. 


Irwin, Neisler & Co. Decatur, Illinois 


TONICS AND SEDATIVES 
eee 


My Favorite Story 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A friend of ours went duck hunting with 
a business acquaintance. To his slight dis- 
may, the acquaintance proceeded to get 
thoroughly inebriated well before the first 
ducks flew over. 

Our friend’s friend raised his gun and 
fired. He missed by a mile. To drown his 
sorrow, he took a few more nips. Nothing 
happened for a while. Then more ducks 
flew over. Again he raised his gun, waved 
it in the direction of the ducks and missed. 

To steady his nerves, he took a few more 
nips. Suddenly a large mallard came by 
no more than 30 ft. from our inebriated 


| friend. He raised his gun, sighted care- 


fully down the barrel, steadied his elbow, 


| squeezed the trigger, and fired. The duck 


flew away. 

The would-be hunter turned to our 
friend and said, “You’ve just witnessed a 
miracle. There flies a dead duck!” 


ow 


With the football season in the offing, 
here is one of our favorite football stories. 
It happened at a local college. A very 
good-looking youngster played on _ the 
team. However, he had so many feminine 
admirers that he inevitably broke training 
rules. So the coach benched him. 

During a particularly tough game with 
their traditional rival, all his feminine ad- 
mirers in the stands shouted in unison, 
“We want Herman! We want Herman! 
We want Herman!” 

Finally in the last quarter the coach mo- 
tioned for Herman to start warming up. 
Herman threw off his blanket and began 
running back and forth swinging his arms 
and lifting his knees high as is customary 
with football players. Then he reported to 
the coach. “I’m ready for action,” he said 
eagerly. 

The coach looked at him and motioning 
to the stands said, “Up there. To the girls. 
They want you.” 

A couple of gentlemen were in the lobby | 
of a court house waiting for their lawyers. 
One pointed to a statue of Justice and said: 
“What's that statue?” 

“It’s a woman balancing scales and she’s 
blindfolded.” 

“Why do they have a statue of a blind- 
folded woman here at traffic court?” 

“That’s easy,” said the other gentleman. 
“She represents women drivers.” 


(Continued on page 90) 


... for adequate 
preparation prior to 
proctosigmoidoscopy’ 


FLEET® 
ENENA 
Disposable Unit 


also for pre- and post- 
operative cleansing, 
and as an effective 
routine enema in 
hospital or home 


Anatomically correct rectal 
tube? extends just past the 
internal anal sphincter, min- 
imizes injury hazard. Each 
unit contains, per 100 cc., 
16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phos- 
phate in hand-size ready-to- 
use plastic squeeze bottle 
with pre-lubricated tip. 

1. Crumpacker, E. L., et al., AMA 

Arch, Int. Med., 98:314. 


2. Palmer, E. D., “Clinical Gastro- 
enterology” Hoeber-Harper. 


c. B. FLEET CoO., INC. 
Lynchburg, Virginia 


also makers of 


OIL RETENTION ENEMA® 
(FLEET) 


PHOSPHO:SODA 


(FLEET) 
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DEPENDABLE 
SPASMOLYSIS 


through natural belladonna alkaloids* with phenobarbital 


In each 


Extentab Prescribed by more physicians than any other spasmolytic, 
¥ ( Extended 
Donnatal has well been recommended as a preferred 


ws. 08111 wc. antispasmodic for the doctor’s bag.' The practitioner knows he 


Atropine Sulfate 0.0194 mg. 0.0582 mg. 
can rely on Donnatal’s clinical results — prompt, dependable. 
Hydrobromide 0.0065 mg. 0. mg. 


Phenobarbital 16.2 mg. 48 mg. 1. “What the Well-Equipped Doctor's Bag is Carrying”: G.P. 9:May, 99, 1954. 
er.) ty gr.) 


TABLETS CAPSULES ELIXIR EXTENTABS ® 


A. H. Robins Co., Inc., Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


r 
“I the 
bag 


lactation 


convalescence 
deficiency states 

dietary restrictions 


«digestive dystunction 


Saturation 


water-soluble vitamins B and C 


Each contains: 
Thiamine Menonitrate 15mg. 
Riboflavin ( 10 mg. 

Nicotinamides prt + 50 mg. 
Calcium Pantothenate 40 mg. 
“Pyridoxine Hydrochiaeide (B,) mg. 
ASCORBIC (amin 250 mg. 
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Whatever the peptic-ulcer regimen... 


ANTACID THERAPY is fundamental 


And AMPHOJEL—nonsystemic, nontoxic—provides time-proved fundamental therapy. It com- 
bines two aluminum hydroxide gels—one reactive, the other demulcent—for two specific purposes. 
The reactive gel promptly buffers gastric acidity. The demulcent gel promotes healing of denuded 
mucosa by forming a viscous, protective coagulum. 


FUNDAMENTAL THERAPY IN PEPTIC ULCER 


AMPHOJEL®? 


Philadetphia 1 Pa Aluminum Hydroxide Gel, Wyeth 
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Dramamine-D 


brand of dimenhydrinate with 
dextro-amphetamine sulfate 


adds the alertness 
factor 
to antiemetic therapy 


Dextro-amphetamine sulfate has been 
added to a product renowned for effec- 
tive control of dizziness and nausea. 
Available on prescription only. 


Indications: vertigo; nausea and 
vomiting of pregnancy, travel sickness 
and other conditions. 


Adult dosage: one tablet every 4 to 
6 hours. 


Dramamine-D in the scored, orange 
tablet contains 50 mg. of Dramamine® 
and 5 mg. of dextro-amphetamine sulfate. 


References on the combination of these two 
drugs are available on request. 


SEARLE 


TONICS AND SEDATIVES (Continued) 


This happened at an exclusive yacht 
club. A very attractive young lady was 
about to board a palatial yacht. A young 
man, hoping to make a friend, tried to 
engage her in conversation. 

“Are you going yachting?” he asked. | 

“Oh, yes,” she smiled. “I’m one of the | 
mates. You see that large young fellow at | 
the bow? He’s the first mate.’ 

“I see. And who’s that husky fellow | 

beside him?” 

“He’s the second mate.” 

“And you?” asked the young man. 

“Me? Oh, I’m the playmate!” 
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The Poetry Corner 
I’ve drunk your health in company; 
I’ve drunk your health alone; 
I’ve drunk your health so many times 
I’ve damned near ruined my own! 


They call it “legal tender,” 
That green and crackling stuff. 
It’s tender when you have it, 
But when you don’t—it’s tough! 


Of Golf and Caddies 
Perhaps more than with any other sport, 
golf has accumulated a tremendous vol- 
ume of stories, humorous, bitter, and sar- 


| castic. Here are some selections from that 


vast storehouse: 


Some friends of ours were recalling a 
charity golf game played between Bing 
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Stainless Steel Cabinets, 2 of over 24 models. 
Choice of 8 formica colors for working surface. 
From $108.00 to $243.00. 

P&S MEDICAL EQUIPMENT 
14525 Arminta, V Van Noys, California, st 0-0447 


TRADE MARK 


THERE’S NOTHIN 
G 
UNDER THE SUN LIKE 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P. O. Box 1111, Tucson, Ariz. 


|Crosby and Bob Hope. Bing teed up his 


ball, tested the wind with a special barom- | 
_ eter, measured the distance with an engi- 
|neer’s telescope, sprinkled resin on his 


‘hands, hefted about six clubs, selected one, | 


| and finally hit the ball. Bob Hope fol- 


lowed suit. 

Once on the green, Bing turned to his 
| caddy and asked, “When was this course 
| mowed?” 

“This morning,” said the caddy. 

Bing then measured the distance, stroked 
the ball, and it rolled into the cup. 

Bob reached into his golf bag for an 
appropriate club. He pulled out a rake, an 
axe, a pool cue, and a croquet mallet. 
Eventually, he found his putter. He turned 
to the caddy and said, “Are you sure this 
course was mowed this morning?” 

“Positive!” stated the caddy. 

Bob swung and missed the cup by 3 in. 
He turned, glared at the caddy, and 
snarled, “What time this morning?” 

Golf has been defined as a game in 
which a ball 1.5 in. in diameter is placed 
atop another ball 8,000 miles in diameter. 
The object of the game is to hit the small 
ball and not the large one. 


BUY 
U. S. SAVINGS 
BONDS 


FOR 
SCHEDULING 
1959 
DAILY LOG 


PHYSICIANS 


A practical and easy-to-use financial record system 
designed specifically for your profession pre- 
ferred by thousands of physicians since 1927. Reg- 
ular Edition, one 36 line page a day, one volume, 
dated for calendar year — $7.75. Double Log 
Edition, two facing pages of 36 lines for each day, 
two volumes, dated for calendar year — per set — 
$13.50. Satisfaction guaranteed 


THE COLWELL COMPANY 
236 University Ave., Champaign, tlt. 
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SOLID BRONZE NAME SIGNS 


Cast, raised with serews 


12.98 70 
~6°x20". 

Other sizes 35¢ per sq. in. Minimum. | 
with wording on both sides 60¢ per 


COLLECT 
PLEASE SEND CHECK WITH ORDER 


LAUER METAL SHOP 


4206 Groveland Ave. Baltimore 15, Md. 
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ee ten 2000 times more soluble than prednisolone 
| or hydrocortisone 


SUPPLIED: Topical Lotion NEO-HYDELTRASOL 0.5% 


a free of any irritating particulate matter. (with neomycin sulfate) and Topical Lotion HYDEL- 
TRASOL 0.5%. In 15 ce. plastic squeeze bottles. Aliso 

uniformly higher effective levels of prednisolone. available as Topical Ointment NEO-HYDELTRASOL 

0.5% (with neomycin sulfate) and Topical Ointment 

no sting, stain, unpleasant smell or stickiness. HYDELTRASOL 0.5%. In 5 Gm. and 15 Gm. tubes. 

spreads smoothly, evenly, invisibly. are trade- 

Division of MERCK & CO,, Inc., Philadelphia 1, Pa. 
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STRASENBURGH 


Originators of ‘Strasionic’ (sustained ionic) Release 


| 


Single Daily Dose, 


‘Strasionic’ release is sustained i 
at a uniform, 


Predictable Weight Loss 
x Biphetamine capsules containing a 
ual parts of amphetamine and dextro a 
the form of a resin complex. Three s 


VERWEIGHT FROM [IVEREATING 
® 
| | > 
| 
Hour Appetite Curb 
without fatiguing surges of stimulation 


Send for this 


FREE 
STERILIZATION 
KIT 

including the 


“Survey of Hospital 
Practices’”’ 


Here is a new informative kit...a 
standard reference...prepared in 
cooperation with leading doctors and 
other medical authorities. Because it 
answers most questions about sterili- 
zation procedures, you will find it 
extremely helpful. Send for this kit 
today. 

Aseptic-Thermo Indicator Com- 
pany’s primary purpose is to provide 
hospitals with sterilization aids of the 
highest quality and performance. This 
offer is made to acquaint you with 
A.T.I. proven-successful products for 
every sterilizing need: 


steriLine Bags * Steam-Clox 
Sterilometers Nipple Caps 
and the NEW 
steriLabels and steriLine Tubing 
and many other quality products. 


ASEPTIC-THERMO 
INDICATOR COMPANY 


* Send for your FREE Kit now! 


Aseptic-Thermo Indicator Company 
11471 Vanowen Street Dept. JAMA-9 
North Hollywood, Califernia 


Please send me a FREE A.T.1. Sterilization Kit. 


TONICS AND SEDATIVES (Continued) 


A Sunday golfer was trying to play a 
new course. It was tough. He buried his 
ball in every bunker and invariably dropped 
it into every water hazard. Finally he said 
to his caddy, “This is the most difficult 
course I’ve ever played on.” 

His caddy said, “You haven't played on 
it yet!” 

e 


Quotes of the Week 


length mirror. 
| 


| Everything comes to one who waits | 


| except a waiter. 


A miss in your car is worth two in| 


your engine. 

Someone once said “Politicians certainly 
do make strange bedfellows—but it doesn’t 
take long to get used to the same old 
bunk.” 


see the 


After 


She had been invited over to 
brand new baby of a_ neighbor. 


she said, “If my memory doesn’t fail me, 
I believe it’s a boy.” 

The young man and his girl entered a 
well-known nightclub. The young man, 
obviously worried, called the head waiter 
over and whispered, 
I have to get her home early, so would 
you please let me know when the time is 
exactly $8.30.” 

He’s a self-made man, but if he had it to 

do over, he’d call in someone else. 
Anecdotes 


Samuel Goldwyn recently called all his 


and gentlemen,” he said, “before I 
want to say something sensible. I want you 


I’m never wrong.” 


The actor is the only person on earth || 
| who falls in love continuously—with a full | j 


The old lady was at least 90 years old. | 


studying the new child for a long time, | 


“We can’t stay long. | 


© Softens stools 
naturally 


Promotes 
favorable intestinal 
flora 

© Supplies 
nutritional barley 
malt extract for 
under-par patients 


Dose: 2 Tbs. A.M. 
and PM. 


FORMS 
Liquid and Powder; 
*kNon-diastatic barley malt extract 


neutralized with potassium carbonate 
Send for 
Samples 


in Canada: 


BORCHERDT CO. 
217 N. Wolcott Ave.,Chicago 12, lil. 


company together for a pep talk. “Ladies | 
I start, 1 | 


to know that I am not always right, but | 


TOWNE-PAULSEN 


146 WEST BELLEVUE DRIVE © PASADENA. CALIFORNIA 


“I’m sorry, Mrs. Ogilvie, but I can’t be responsibie for 
the state of your health until you get rid of that hat!” 


opie. 94 J.A.M.A., Sept. 6, 1958 
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cystoscopy 
catheterization 


Xylocaine Jelly is an excellent topical anesthetic for 
rapid, sustained relief and relaxation during painful 
urethral procedures. Its nonstaining, water-soluble 
base adheres instantly and intimately to urinary 
mucosa. Nonirritating and well-tolerated; facilitates 
ae instrumentation by lubricating as it anesthetizes. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


of lidocaine*) 


OU. ©. PATENT WO. 2,461,408 JELLY ASTRA 
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Primarily by regulation 
of bicarbonate transport 


Primariiy by regulation mercuriais 


of shioride transport chiorothiazide 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
*Reg. U. S. Pat. Off. 


HOW DIURETICS ACT 
> 
re 
: 


Advantages of DIAMOX in single-drug diuresis CARDIAC EDEMA 


D1amox — operating through the well-understood mechanism of PREMENSTRUAL 
bicarbonate transport regulation— provides ample, prolonged diuresis TENSION 
in the great majority of patients. 

D1amox is virtually non toxic...has not caused renal or gastric EDEMA OF 
irritation ...has no pronounced effect on blood pressure. It is 
rapidly excreted, does not accumulate in the body, permits con- PREGNANCY 
venient dosage adjustment, allows unbroken sleep. Small, tasteless, 
easy-to-take tablets ... usual dosage, only one a day. OBESITY 


Advantages of DIAMOX in intensive, two-drug diuresis ADVANCED 


CONGESTIVE 
When intensive diuresis must be maintained, D1amox, alternated HEART FAILURE 
with an agent for regulation of chloride transport, has proved a 
regimen of choice. Through dual bicarbonate-chloride regulation, it REFRACTORY 
produces maximal sodium-water excretion with minimal distortion TOXEMIA OF 
of serum electrolyte patterns, greater patient comfort, lessened risk 
of induced drug resistance. PREGNANCY 
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PROBENECID 


A SPECIFIC FOR GOUT 


BENEMID is a trade-mark of Merck & Co., Inc. 


GOUT—THE DIAGNOSTIC PROBLEM 

Clinical “curiosity” rather than clinical 
“instinct” is the key to accurate diagnosis 

of gout. Visible manifestations may not 
appear until late in the course of the disease. 
Moreover, the patient’s description of the pain 
and the site of the pain may not differ 
markedly from other articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY INDICATIVE 

OF GOUT: (1) Tophaceous deposits resulting 

in irregular, asymmetrical deformity 

of joints; (2) Elevated serwm uric acid levels 
(above 6 mg.%) ; (3) Pain relief 

with colchicine. When findings suggest gout, 
therapy with ‘Benemid’ should be started 
immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC AGENT 
‘Benemid’ is firmly established as an 
effective and exceptionally well-tolerated 
uricosuric agent. ‘Benemid’ approximately 
doubles the excretion of uric acid; reduces 
serum uric acid levels toward normal; 
often prevents formation of new tophi, 
and gradually mobilizes existing uric 

acid deposits; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low toxicity — 
usually so low as to be clinically insignificant 
—even in patients who have been on 
uninterrupted therapy for almost a decade. 
The uricosuric effects of salicylates and 
‘Benemid’ are mutually antagonistic and these 
compounds should not be used together. 


RECOMMENDED DOSAGE: 0.25 Gm. (14 tablet) 
twice daily for one week followed by 1 Gm. 
(2 tablets) daily in divided doses. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Cop 
CONCENTRATE TABLETS 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 

Also available: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 


WHITE LABORATORIES, INC. Kenilworth, N. J. 
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inate syringe cross-infection 


with 
single-use 


expendable hypodermic 


SYRINGE 


‘Serum Hepatitis is transmitted by the parenteral inoculation of contaminated 
blood or its products, or by the use of incompletely sterilized instruments.’"! 


This danger in office practice, on house calls and in hospitals, can be 
eliminated when using the Stylex expendable plastic hypodermic syringe. 
Sterile, nonpyrogenic, and preassembled in individual packages 

... teady for instant use. 


Specify Stylex expendable syringes for your office, home and hospital patients 
..» the safe, convenient method of hypodermic injection. 


Available from your Authorized Pharmaseal Distributor. 


1. W. Paul Havens, Jr., M.D.: Etiology and Epidemiology of Viral Hepatitis, The Journal 
of the American Medical Association, November 2, 1957, page 1091. 


only the finest products bear this name 


PHARMASEAL LABORATORIES 
Affilicte of DOW BAXTER, INC. 
GLENDALE 1, CALIFORNIA 
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Control tremor and rigidity 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 
muscular rigidity, the principal impairments in this disease.1+2 


With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.} Parsidol improves the 
patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 

Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, more severe Cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
Quly) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


—ethopropazine hydrochloride 


WARNER-CHILCOTT 


Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian a before and after initia- 
tion of Parsidol therapy for major tremor. 
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Vol. 168, No. 
(Continued from page 84) 


OUR 62ND YEAR 


AINOES 


3rd N.WABASH AVE. 
CHICAGOe?! 
ANN WOODWARD Ditectoti 


to 
with: halg cantury. 


ANESTHESIOLOGY: (p) Bd qual’d; assn grp or inde- 
pendent pract; serve 2 hsps, each 200 bds; fee for 
serv; Florida license required. 

DERMATOLOGY: (y) Assn, Bd Derm; if Bd elig, may 
tech, univ med schi; $12,000; ci Mw. 

FOREIGN: (a) Hosp & ofc pract; Pacific island: 2 yrs 
a renewable; about $12,000; transportation 

furn hous’g low rent. 

GENERAL PRACTICE: (a) Assn; orp head’d eer 


Pres, county med soc & univ faculty mem ac- 
tive indus & priv sgh $15,000 net; oppor to $25, 000; 
SE. (b) Assoc w/GP, AAGP; own new cl bidg: oppor 
assist & do surg; $14,000 ist yr; % basis w/ guar, 2nd 
yr; then prtnr; Calif. (c) One able do surg embrac’g 
pecan — abdominal; no ob or chest or stomach 
5 urg; assn GP; about $14, 000 ; bey prtnr; Minn. 

INDUSTRIAL MEDICINE: (q) FACS; or Dipl, surg; dir 
one of three ige indus clinics ; $18,000 plus % of gross; 


ige city: s his; MW. 

INTERNAL MEDICINE: (x) Chief, dept, Int Med; Ive 
mental hith facil; pref one exper’d, geriatrics, psy- 
chosomatic med, inter’ some tchg; if Dip! w/min 
5 yrs exper, $23,000; if less exper, $19 w. (ty) 
Ass'n well estab’ is orp: own bidg; facils 2 JCAH hsps; 


$ 

-OALR: (g) Oph: assn 8 Dip! cl orp: 325 bds; oppor rsreh 
$12,000 up; % 3rd yr; coll twn, W. (h) Oto; hd 
dept; 25 specialists yi new cl affil’d w/150 bd, fully- 
apprvd hosp; to $16 : Mw. 

OB-GYN: (m) Hd } . man grp: $12,000; Jr prtnr, 2 
yrs; | hr to univ med schi, So. Central. (n) Assn w/ige 
orp; oppor rsrch, about $18,000 

ORTHOPEDICS: (h) Assn w, Dipl, Ortho, FACS; 37 man 
closed staff, 300 bd — apprvd hosp-clinic; excl sal 
& fringe benefits: East 

PATHOLOGY: (g) Hd dept, 80 bd, gen! JCAH hsp w sm! 
rsrch fndtn; oppor serv 2 or 3 nrby smi hsps; excl po- 
tential; twn 15,000, MidE. 

PEDIATRICS: (g) Chief; orp w/own new hsp serve indus 
organ; $17-20,000, increases $25,000; So. (h) Hsp & 
el wk—no house calls; 40 ped bds, 300 bd, fully 
apprvd hsp: closed staff; sal open; post-grad time; 
fringe benefits 


v 


20,000; Ige city, Southern Calif. (b) NP; Dipi, Psy 
i N; affil’d outstand’g 


JCAH, 150 bd, gent hsp: 
(b) Dipl, Rad; 150 


; SE. 
"Dipl 


or Bd elig; 
under 45: clinical dir, hith serv prog & Asst Dir, hith 
serv dept, impor ares 20,000 full & pt students; 


$15,000 $17 

SURGERY: (p) Chief, a yo JCAH hsp, expnd’g; also 
assn, 4 man orp; prefer FACS well-qual’d abdominal 
sync. wk includ’g open reductions; will net 


uroLocy: (b) Assn 2 Bd urols; own new bidg; sal Ist 
yr; increases $25 -30.000 5 yrs; MW. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best gente integrity—our 62 
year ae | of effec 
RICTLY. ‘CONFIDENTIAL 


ADMINISTRATORS WANTED 


ADMINISTRATOR FOR CHRONIC HOSPITAL; 157 
beds; excellent opportunity for experienced and willing 
individual; all applications must be in writing and will 
be treated in confidence. Address: J. R. Bogante, Q.C., 
President, Jewish Hospital of Hope, 10 St. James Street, 
E., Montreal, Canada 


ASSISTANT WANTED 


BRIGHT FUTURE OFFERED: CENTRAL NEW JER- 
sey; by two young general practitioners to general prac- 
titioner assistant; 2 years grates salary; then partner- 
ship; excellent office, neighborhood; fine schools, reli- 

recreation, transportation, housing. Box 

619. 


ASSISTANT WANTED — ORTHOPAEDIC SURGEON 
Board Certified or eligible to be assistant to a certified 
orthopod in a medium size city eastern New Jersey; 
ample hospital facilities; excellent opportunity; fine 
salary plus partnership shortly. Box 6648 B, % AMA. 


WANTED—ASSISTANT TO ESTABLISHED GENERAL 
practitioner; Missouri town of 2,000 population; 5 min- 
utes to fully accredited open staff seventy bed hospital: 
$11,000 first year; $13,500 second year; then partner- 
ship; must be draft exempt; month paid vacation years. 
Box 6417 B, % AMA 


WANTED — GENERAL PRACTITIONER TO ASSIST 
busy practitioner in New York City suburb for two year 
period on percentage basis; twelve thousand dollars 
guaranteed yearly then partnership basis. Box 6631 B, 


Yo AMZ 


PHYSICIANS WANTED 
PHYSICIANS WANTED — ESPECIALLY EENT SPE- 


apartment with 6 rooms and bath on second floor; Can 
ton, Ohio; 15,000 population; good schools and churches, 
hospital building addition which nearly doubles capac- 


ity; splendid medical staff. Box 6643 C, % AMA 


N: (a) Child psy; smi JCAH hsp; $15- 


cialists; building with 7 office rooms on first floor; 
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WANTED—SENIOR PHYSICIAN; MUST HAVE TWO PHYSICIAN WANTED — INTERNAL MEDICINE; 
years psychiatric experience in addition to one year in- Board Certified preferred; for predominantly tubercu- 
ternship; salary $9,523 to $10,989; assistant physician losis Veterans Administration Hospital, located adja- 
for psychiatric service; must have one year of intern- cent to Tupper Lake in the Adirondack Park, North- 
ship; salary $8,036 to $9,409; regular salary increments eastern New York state; within commuting distance 
from starting salary to maximum; nominal deduction from Saranac Lake and Lake Placid, New York; must 
for family maintenance; retirement program; vacation be citizen of United States; salary range from $9,890 to 
and sick time; active research and rehabilitation de $13,970 per annum, plus 15% if Board Certified; fringe 
partments; associated with College of Medicine as an benefits. Write to: Manager, Veterans Administration 
active teaching unit for psychiatry and general medi Hospital, Sunmount, New Yor Cc 
cine; applicants must be U. 8S. citizens and eligible for 
Vermont license. Apply to: R. A. Chittick, MD, Super- WANTED — PHYSICIANS; GENERAL PRACTITION- 
intendent, Vermont State Hospital, Waterbury, Ver ers with interest in psychiatry or psychiatrists 707 bed 
mont. Cc hospital located in Sheridan, Wyoming; area is a vaca 

tion land, located along the Big Horn Mountains; cli 

WANTED — PHYSICIAN FOR MEDICAL-SURGICAL mate—sumuser is ideal. fall beautiful and winter mod 
service; must have one year of internship; U. 8. citi erate; salary depends on experience after graduation to 
zen and eligible for Vermont License; salary $8,036 to maximum of $13,970 or $16,000 if Board Certified; for 
$9,409; nominal deduction for family maintenance; reg information contact: Manager, Veterans Administration 
ular salary increments from starting salary to maxi- Hospital, Sheridan, Wyoming, applicants must be U. 8 
mum; retirement program; vacation and sick time; as a c 
sociated with College of Medicine as an active teaching vagy 
unit for general medicine; must be eligible for Ver = Cups 

mont license. Apply to: R. A. Chittick, MD, Superin tunities for advancement: salary range $7,890 to $12 


tendent, Vermont State Hospital, Waterbury, Vermont 7 
20) depending upon applicant's training and expe rience : 


annual increments; nominal deduction for complete 

LOS ANGELES—NEW GROUP FORMING WITH 130 | family maintenance; fully approved large eastern mental 

bed hospital; immediate positions for generalists: Board | hospital with three year accredited residency training 

Certified or qualified internists, ENT and dermatologist; |  steght8 C5 oe nant for licensure in Connecticut. 
tox 


exceptional security and benefits; full personal and pro- | 


fessional information requested in reply. Box 6628 C, - 
& AM (Continued on next page) 


foot’ 


Susceptibility factors play an important part in the occurrence and spread 
of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 
preparations. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 


AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 


DURING THE DAY — Desenex Powder (zincundecate) — 14/2 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fil. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. «+ Belleville 9, N. J. 
PD-75 
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(Continued from preceding page) 


MEDICAL GROUP LOCATED IN UPSTATE NEW 
York is interested in adding an ophthalmologist to its 
staff; well established medical center; modern facilities; 
Serves a population area of approximately 50,000; locat- 
ed in a town of 9,000 in the center of a beautiful re- 
sort area; tremendous potential for a well qualified oph- 
thalmologist with an opportunity to become. a partner 
in the group after one year. Box 6629 C, % AMA. 


IMMEDIATE OPENING AS CHIEF OF THE 
mitting service for a mature physician in a new, 
pletely equipped 250 bed general hospital in west Tex- 
as; pleasant working conditions; dry, mild climate all 
year; excellent retirement plan; sick leave and other 
benefits; salary from $9,890 to $11,255 depending on 
qualifications with regular increases up to $12,555. Ap- 
ply to: Personne! Officer, Veterans Administration Hos- 

pital, Big Spring, Texas. Cc 


AD- 
com- 


POSITION OPEN — ANESTHESIOLOGIST; BOARD 
certified or eligible; 125 bed general hospital; surgery 
and obstetrics; basic salary and private practice; to or- 
ganize and direct anesthesia service completely; con- 
sultant services to 60 bed general hospital on neighbor- 
ing island on —— fee for service basis. Write to: 
Dr. Lee M. Cole, Medical Director, Knud Te 
Memorial Hospital, < ‘harlotte Amalie, St. Thomas, U. 

‘irgin Islands. 


OTOLARY NGOLOGIST - MIDWEST; URGENTLY 
need Board Certified or Board Eligible ENT man with 
special interest in endoscopy, to associate with a highly 
successful group of young ages 32-38 specialists; many 
benefits, including possibility of early partnership in 
rapidly expanding clinic with no investment 
city of 40,000; serving 80,000 in prosperous area 
ideal Keographical oe Write, giving full details to: 
Box 6495 C, % AM 


VETERANS ADMINISTRATION CENTER, HOT 
Springs, South Dakota, needs physicians qualified in 
general medicine or general surgery, primary interest 
urology, to serve on staff of 255 bed GM&S hospital; 
citizenship and licensure mandatory; Hot Springs lo- 
cated in heart of Black Hills, vacationland for fishing, 
hunting, boating, other outdoor sports. Write: Manager 
for further particulars. c 


PHYSICIAN—MEDICAL RVICE; 156 BED GM&S 
heation Board Eligible de- 
denending upon qualifications, 
tlowance; citizenship and licen- 
in any ired ; excellent leave and retire- 

Contact: Manager, Veterans Adminis- 
A Hospital, Amarillo, Texas. c 


GENERAL PRACTITIONER — YOUNG; AMBITIOUS, 
to join established three man group in eastern New 
York; aceredited hospital; new modern office building; 
ample time off; lovely country town; adequate salary 
leading to partnership. Box 6652 C, % AMA. 


| 


J.A.M.A., Sept. 6, 1958 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ADMINISTRATION: (a) Dir. Med. Ed; NEng; $12,000 
b & Clin on; NEng hosp for mentally 
deficient; to $9854 & full mt 
ANESTHESIO : (a) Hd dept 160 bed hosp, to be 
increased to 300; bringing thor surg to city so def 
need for MD; PP: southern indus city (b) independ- 
ent contractor for Calif hosp; 4 anes handle about 300 
surg & 75 maternity cases a mo; est net income about 
228. (ce) eastern hosp, 4 anes operate as orp; 240 
mir net income $15,000, can be higher Ist yr. 
CARDIOLOGY: Grp, NW, versed in procedure of cardiac 
catheterization; sal open 
DERMATOLOGY: (a) well est orp of 10; outskirts Choo; 
%, prtnrshp, salary-whichever preferred (b) assn 
w Cert Derm; Mich; $12,000; tehg appntmnt avail (c) 
new orp of 3; East; % of personal gross initially, fu- 
ture prtnrshp 
ENT: 14 man orp; | 1; cons. more than ores a 
w early prtnrshp outstndng orp of 12; $18,- 
plan based on ihe te)’ assn; 
P= on start, early prtnrshp; all you need 


GENERAL: “a) assn; Alaska; 
prtnrshp (b) assn; Calif; $1000 start pilus 10% of 
gross, exceeding $5 amo (c) assn, w/int Med & 
ob, $1250 start, increased to $1500 a mo w/prog in- 
creases thereafter, Minn (d) for mobile blood opera- 
tions, $7344, w/yrly increases & fringe benefits; 40- 
hour wk; MW (e) assn, w/ob & some surg, Tex, 
000 ist yr (f) clinic, diversified indus comm. 

Va; net $15, 7000 start 

HOUSE PHYSICIAN: (a) orp pract w/hosp, central Fla 
$500 (b) 345 bed hosp, gen! duty, Ky, $400 & mtn (e) 
Mich hosp; $6000 

INDUSTRIAL: w/some PP; Chgo suburb; $650 base guar 
& 20% of gross of what you earn over & about that 


amt 
INSURANCE: (a) asst med dir; NEng; under 35; $10,000 
(b) aot med dir; MW; $10,000 trng in Int Med 


beneficial 
INTERNISTS: (a) assn; Alaska; sal Ist yr (b) assn; 
w/trng in cardiol; Fla; $1000 & med expenses; future 
prtnrshp (c) Gro; MW; $1000 start & upward to 
$2000 when suff volume ‘attained to sey increases 
(d) sm grp; Detroit; some GP; $15,000 start w/min 
$2000 increase each yr (e) w interest in occupational 
‘ 2,500; 40-hr wk. 


salary Ist yr, then % & 


w prtnrs 
in resre 
NEUROSURG aR ye MW orp of II; sal Ist 3 yrs, 


en eli 

OBSTETRI S°GYNECOLOGY: $12,- 
000 start; potential over $30,000 (b) new orp: NJ; 

of personal gross initially w/future prtnrshp 
OPHTHALMOLOGY: asst Bo'd man; Tex clin; $12,000 
ORTHOPEDICS: (a) assn w/Bo'd man; Mich; to $12,000; 
rtnrshp after i-yr (b) clinic; Ohio; qual Hd dept & 
nterested in resrch (c) well-known grp of 37 yng 
East; excel. starting salary w/yrly increases 


(a) orp; 


ter 

: (a) assn; East; sai or comm ranging be- 
(b) Dir of Lab & Coordinator of 

ntern Educational Prog; MW; guar $18,000 
PEDIAT TRICS: (a) 3-man arp; NJ; % of personal gross 
initially w/future prtnrshp (b) comm med grp, Va: 
o’d Cert spec begin w/net annual income of 19, 000 
(a) for Co hasp Mental Hith Ci: $14,400; 
Calif (b) MW clin; to set up & dvip dept; $1000 min 
RADIOLOGY: (a) hosp assn; deep So; $15,000 Ist yr 
then increasng % (b) assn w/8 man arp, all doing 
Rad; MW; $14, 000 4 yr—can make additional $5000 


servicing out hos 
ALTH MW tchrs coll; 


SURGERY: (a) w/some GP, trauma & indus surg: share 
in well-est pract; sal to $1000 a mo for 6 mos, then 
prtarshp; II (b) assoc w/2 surg; good sal ist yr—then 
graduated prtnrshp; opptny for indus surg: MW (c) 
prepared to do GP for ra or 2 sm grp of Bo'd or 
Bo'd Elig spec; Mich; $15,000 

TUBERCUL SIS: (a) staff state The hosp; South: $7500 
start; comp! mtn (b) asst phys; state hosp; MW; to 


$9600 & mtn 

UROLOGY: (a) assoc PP est for 20 yrs; MW: sal open: 
full prtnrshp w/in t- (b) Hd Dept: clin; MW; good 
chances for advnsmn 


med dir; 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PHYSICIAN FOR GENERAL PRACTICE—MEDICAL 
staff and trustees of new 100 bed hospital interested 
in assisting qualified physician to practice in commu- 
nity of 40,000; accredited hospital; full time radiologist ; 
full time pathologist; financial assistance available 

yrite: Administrator, Springfield Hospital, Springfield, 
Vermont. Cc 


WANTED — WOMAN OBSTETRICIAN-GYNECOLO- 
gist; Board Certified or qualified, for busy, unopposed 
practice established five years in northeastern Ohio com- 
munity of 50,000; to associate maximum of six months 
to introduce in fully equipped six room office: no initial 
investment; potential — first year solo 345. 000; leav- 
ing for teaching position. Box 6659 C, % AMA. 


ANESTHESIOLOGIST WANTED—360 BED PRIVATE 
hospital; fee for service; three other Board anesthesi- 
Ologists; not a group; will earn over $20,000: graduate 
of approved medical school only. Write: Charles F. 
Hobelmann, MD, Director of Anesthesia, Union Me- 
morial bepital, 33rd and Calvert Street, Baltimore 18. 
Maryland Cc 


WANTED — BOARD CERTIFIED UROLOGIST: FOR 
~ full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18-22,000; progressive pay scale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
— 1427 Eye Street, N. W., Washington . 


(Continued on page 121) 
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Usual Dosage: 
One or two 


.[Miltown] produces no behavioral toxicity 
uppiied: 
in our subjects as measured by our 400 mg. 
tests of driving, steadiness, and vision.” a. 


sugar-coated 


Relieves anxiety, tension and muscle spasm tablets, 
bottles of 50 


with unexcelled safety and Rapoport, A.: 


meprobamate (Wallace) 70 1, May 9, 1957. 
gw without impairing 
autonomic function Wy WALLACE LABORATORIES, New Brunswick, N.J. 


ay 
€ 
E. L., 
R Ww 


triple benefits 


ec 
fi I St relieves apprehension, anxiety and irritability 


overcomes estrogen deficiency ; relieves vasomotor 


SECC( (| and metabolic disturbances 


relaxes skeletal muscle; 


t | } i ] dl relieves low back pain, tension headache 


Milprem 


MILTOWN® CONJUGATED ESTROGENS 
TRANQUILIZER WITH 
MUSCLE-RELAXANT ACTION a. ACTIVE ESTROGEN 


WW) WALLACE LABORATORIES, New Brunswick, N. J. 


Each tablet contains: 

Miltown (meprobamate, Wallace) 400 mg. 
dicarbamate 
Conjugated Estrogens (equine) 0.4 mg. 
Supplied: Bottles of 60 tablets. 

Dosage: | tablet t.i.d. in 21-day courses 

with one week rest periods ; should be 

adjusted to individual requirements. 


Literature and samples on request cMP-7347-78 
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“(chelated] iron may be maintained 


in solution over a greater 


area of the gastrointestinal tract, , 
3 


thus permitting an optimal 


physiological uptake . j jre ING 200 


Franklin, M.,, et al,: Chelate Iron ‘ 


Therapy, J.A.M.A. 166: 1685, Apr. 5, 1958. notable assurance of 
effectiveness in oral iron 
therapy—through the 
chemistry of chelation 


| F chelate iron therapy 


(Iron Choline Citrate) 


the new chemohematinic for oral iron therapy... 
notably effective...exceptionally well tolerated... 
significantly less toxic on accidental overdosage 


TABLETS—3 Ferrouip Tablets supply 1.0 Gm. iron 
- choline citrate,t equiv. 120 mg. elemental iron, 
a 360 mg. choline base. Bottles of 100, 1000. 


SYRUP—1 fl.oz. Ferrotip Syrup provides 120 mg. 
elemental iron, equiv. 3 tablets. Pints, gallons. 


PEDIATRIC DROPS— Each cc. FerROoLIP Pediatric Drops 
rovides 16 mg. elemental iron, 48 mg. choline base. 
n 30-cc. unbreakable plastic squeeze bottles. 


Lo 10 esron & COMPANY 


Decatur, IIlinois 


tU. S, Pat, 2,575,611 
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J.A.M.A., Sept. 6, 1958 


SUID 


by E. K. H. 


A woman sitting with her small son in a swank 
restaurant called the waiter over. 

“Waiter, wrap up these roast beef leftovers for 
my dog, please,” she said. ; 

“Gee, Mummy,” piped up the little boy. “Are we 
going to get a dog?” 

e 

We like the story of a kindergarten teacher who 
was giving her charges a psychological test by hav- 
ing each of them carve various objects from a bar 
of soap. 

She went around with pencil and paper taking 
notes as the tots explained their works of art. 
“Elephant, dog, man, tree, gun—” she wrote, duti- 
fully. 

Then, coming to a lad whose work defied de- 
scription, she asked, “What’s this, Tommy?” 

“Soap flakes,” was the answer. 

A retail sales manager, going over his monthly 
sales chart, noticed the poor showing made by one 
of his salesmen. 

He sent for the fellow and, waving the chart, 
said: 

“What's happened to you, Smithers? You used to 
be way up at the top of the list—but here you are, 
the very last one.” 

“Gee, I’m sorry, boss,” said the salesman, “but 
can I help it if the fellow who’s always last is home 
sick this month?” 

A Connecticut history teacher is saving the’ test 
paper of one of her gradeschool pupils. 

In answer to the question: “Why did the Puritans 
come to this country?” the smal] student wrote: 

“To worship in their own way and make other 
people do the same.” 

“Thieves!” screamed the sales manager to his 
secretary after glancing through his sales force 
expense account. “Thieves—every last one of them!” 

Then, picking a name at random, he barked, 
“Get Miller up here.” 

In a few minutes the salesman stood before him. 

“O.K., Miller, let’s have an explanation for your 
expenses. This one ‘for food.” How the devil can 
you spend $16 a day for food in Peoria?” 

“Oh,” beamed the salesman modestly. “I just go 
without lunch.” 


We've just heard about a broker who was leaving 
his job after many years with one of the older firms 
on the New York Stock Exchange. One of those 
ever-present soft-hearted employees went around 
trying to sell tickets for a farewell dinner for the 
departing colleague. 

“Look,” he pleaded to the reluctant group. 
“This'll be a lot of fun for everybody. Besides, 
we'll have prizes. Any one of you guys might be 
a winner.” 

“Count me out!” snapped a co-worker who had 
worked with the departing broker for many years. 

“I'd rather give the so-and-so a good swift kick 
in the pants!” 

“Hey, you must be psychic!” cried the ticket 
salesman. “That's the first prize!” 

“Well, that’s life,” said the egg on the monastery 

table. “Out of the frying pan into the friar.” 


“Isn't it time for a coffee break?” 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 
Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 


MILTOWN’ =~ PETN 


The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept, 1N 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958, 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


({¥/ WALLACE LABORATORIES, New Brunswick, N.J., 
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We get results 
with Serpasil 

in 3 basic 
hypertensive 
situations, 

say G. P’s in Joliet 


Physicians in Joliet, Illinois, depend on 
Serpasil to do a job in almost every type and 
degree of hypertension. 


Serpasil can be prescribed effectively* in any 
of three basic situations: /n mild hypertension, 
Serpasil alone calms the patient while it lowers 
blood pressure gradually and safely. Jn more 
severe cases, priming doses of Serpasil en- 
hance response to subsequent use of more 
potent agents. Jn almost every case, Serpasil 
as adjunctive therapy lowers dosage require- 
ments of other antihypertensive agents and 
thus holds side effects to a minimum. 


Throughout the world today, physicians get 
results with Serpasil in treating hypertension. 
You can too. 


SERPASIL® (reserpine CIBA) 3 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control high 
blood pressure in 73.8% of all patients treated. 
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WEIGHT REDUCTION: Obese patients may #esist dieting because fear logi e the em sam: often inyolved in overeating. AMBAR helps 


them hold the diet line by giving them ja more alert,| brighter) outlook. 
it is combinel with phenobarbital to prevent overstimulation. AMBAR 


duces less cardiovascular effect than amphetamine. | 


EXTENTABS provide 10-12 hours of appé@tite suppression in on 
10.0 mg.; phenobarbital (1 gr.) 64.8 . AMBAR TABLETS for 


chloride, 3.33 mg.; phenobarbital (1/44 gr) 21.6 mg. A. H. 


WEIGHT REDU 


RS: a potent CNS augmenter, pro- 


p controlled-t -ftelease, tended-action tablet: methamphetamine hydrochloride, 
conventional \dosage or intermittent therapy contain methamphetamine hydro- 
NG., Richmgnd, Virginia, Ethical Pharmaceuticals of Merit Since 1878 


ROBINS COMPANY, 


methamphetamine and phenobarbita! 


TABLETS AND EXTENTABS® 


WITHOUTJITTERS AMBAR 
| 7 | 
| adi 
| | | W A 
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LUXOR ALPINE QUARTZ 
LAMP. Delivers comp! 
ultraviolet spectrum, 
Provides intense radia- 
tion of wide, even dis- 
tribution. 


N designed fes- 
MANOVIA 


sional model 
ALPINE ULTRA 
QUARTZ LAMP. 


VIOLET 
ision 


Prec 


built. Exceptionally mo- 


bile. Moderately 


priced. 


SUPER ALPINE QUARTZ 

, powerful, high in- 
tensity quartz mercury 
arc emits all effective in- 
tense bands of therapeu- 
tic ultraviolet. 


AERO-KROMAYER QUARTZ 
LAMP. Intense, concen- 
trated source of ultra- 
violet for local and ori- 
ficial application. Air 
cooled! 


Hanovia Ultraviolet Therapy 


proving of high clinical value in treatment 
of all these diseases and conditions 


obligation, write for your free copy of 
these brochures. Dept. 678. 


Psoriasis: Goeckerman technique, 
crude tar and ultraviolet radiation, very 
helpful in numerous cases. Ultraviolet 
produces definite chemical change in tar, 
a combination both reliable and effective. 


Physical Rehabilitation: Ultraviolet 
is particularly effective. Authorities state: 
“Ultraviolet exerts a glycogen storing 
effect preventing the lowering of respir- 
atory quotients after muscular exercise.” 
Exposure to Hanovia ultraviolet im- 
proves absorption and utilization of cal- 
cium, and phosphorus. 


Tuberculosis: Irradiation is of distinct 
value for patients suffering from tuber- 
culosis of the bones, articulations, per- 
itoneum, intestine, larynx, and lymph 
nodes, or from tuberculosis sinuses. 


Care of Infants and Children: The 
prophylactic and curative effects of ultra- 
violet radiation on rickets, infantile tet- 
any or spasmophilia, and osteomalacia 
are well known. 


Other Applications include treatment 
of numerous skin diseases, with ultra- 
violet radiation acting specifically on 
lupus vulgaris, and providing a beneficial 
effect in such conditions as acne vulgaris, 
pityriasis rosea, indolent ulcers, and some 
forms of eczema. Also exposure of the 
lesions of erysipelas and a wide area of 
surrounding tissue has been shown to 
have a favorable effect. 


FREE: Interesting valuable treatises de- 
scribing ultraviolet in General Practice, 
Pediatrics, and Skin Conditions. Without 


In addition te your office use of ultraviolet 
equipment, you ease your schedule by prescrib- 
ing home ultraviolet therapy, yet maintain treat- 
ments under your control. The new Hanovia 
Lamp, prescribed by you, may be purchased from 
surgical supply dealers. 


HANOVIA LAMP DIVISION 


100 Chestnut Street, Newark 5, New Jersey 
CHICAGO @ CLEVELAND © WASHINGTON, D.C. 
LOS ANGELES @ SAN FRANCISCO 
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“|e PRONOUNCED TAY-O 


(brand of triacetyloleandomycia with gluCOSAmine) 


Capsules / Oral Suspension 


for effective 


control 


common 
positive 
infections 


J. B. Roerig and Company 


Division, Chas, Pfizer & Co., ine, 


CLINICAL all Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
aipha-hemolytic strains and enterococci), pneu- 
mococci, gohococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


to 3.12 mcg./mi. or less 


% of Cultures Susceptible 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —1.4% Skin rash —none 

(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained blood lev- 
els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsuies—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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ANSOLYSEN* tartrate 


(Pentolinium Tartrate, Wyeth) 


Indicated in the treatment of essential hypertension. 
ANSOLYSEN lowers blood pressure and relieves 
symptoms. The action is potent, reliable, and 
prolonged. EQuanit, a useful adjunct to ANSOLYSEN, 
has been found effective in relieving anxiety attendant 
to hypertension. It enhances symptomatic relief, 
reduces the required dosage of ANSOLYSEN and thereby 
may decrease certain by-effects of ganglionic blockade. 


EQUANIL” 


(Meprobamate, Wyeth) 


Indicated as adjunctive therapy to relieve psychic 
stress often associated with cardiovascular disorders. 
Equanit relieves tension, mental and muscular, 

and produces the desired calmness. 


PURODIGIN® 


(Crystalline Digitoxin, Wyeth) 


Indicated in congestive heart failure. PURODIGIN 
achieves and maintains digitalization with a smaller 
oral dose than is possible with any other cardioactive 
glycoside. It offers high potency, complete 
absorption, steady maintenance, uniform action. 


THIOMERIN?sooium 


(Mercaptomerin Sodium, Wyeth) 


Indicated for diuretic therapy. THIOMERIN produces 
significantly effective, smooth, and persistent fluid 
loss. It is well tolerated when given subcutaneously. 


WYAMINE?® sucrate 


INJECTION (Mephentermine Sulfate, Wyeth) 


Indicated in acute hypotensive states not associated 
with hemorrhage. Injection Wyamine is an effective 
and predictable pressor agent. It produces a positive 
inotropic effect, resulting in increased force of 
myocardial contraction. It may be used intravenously 
or intramuscularly for prophylaxis or therapy 

of hypotension. 


A distinguished and vital film, “Disorders of the Heart Beat,” ls ' 

Wyeth 
available for group showing. Arrange in advance for free book- Lyels 
ing. Write Wyeth Film Library, P.O. Box 8299, Philadelphia 1, Pa. 


bh 
Philadelphia 1, Pe 
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A new concept in the 
orthopedic-type mattress... 


New BACK CARE mattress 
by SIMMONS 


Important new mattress with 
a Built-in Bedboard 


ACK CARE with Built-in Bedboard is especially adapted 

to the needs of patients with chronic backache due to sleep- 
ing surfaces that do not support spinal structures properly. 
The Built-in Bedboard is centered in the mattress. There it ex- 
erts its corrective action close to the back where support is 
needed for relief. Firm inner springs above and below the bed- 
board give maximum sleeping comfort. 


New Back Care was developed in consultation with ortho- 
pedic surgeons. It was tested by them, and recommended as 
an important adjunct to the management of backache. 

We believe that you, Doctor, will find Back Care of great bene- 
fit to many of your orthopedic patients — because it combines 
the desired degree of firmness and comfort. 


Here’s how Built-in Bedboard and double-coil 
construction help your back: 


1. Resilient coil support adjusts 
to your body contours...smooth, 
button-free surface. 


2. Built-in Bedboard keeps your 
spine level and straight. Scien- 
tific corrective action up close to 
your back where you need it. 


3. Extra floating spring support. 
Bedboard floats on extra layer 
of springs . . . equalizes weight 
over all coils. Prevents sag. 


BACK CARE 


WITH BUILT-(N BEDBOAROD 


by SIMMONS 


© 1968 by Simmons Co,, Mdse. Mart, Chicage, Bk 
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“Keeping him well with Neohydrin is easier 
for him and us. He doesn’t need extra 
potassium and we don’t worry about elec- 
trolyte imbalance.” 


oral TABLET 


organomercurial NE OH YDR INC 


diuretic Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea, 


£2 equivalent to 10 mg. of non-ionic mercury, 
Cc in each tablet. 
LAKESIDE 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with... improvement in cardiac status 

and loss of toxic symptomatology. ... One of the most important effects of the potent 
oral diuretic was the smooth continuous diuresis. There was less fluctuation in the 
weight... marked diminution in the number of acute episodes of congestive heart failure 
such as paroxysmal dyspnea and pulmonary edema. ...[DIURIL] appeared as potent a 
diuretic as parenteral mercurials and indeed in some patients it was effective 

when parenteral mercurials failed....We have encountered no patient who once 
responsive to chlorothiazide later developed resistance to it.” 


DOSAGE: One or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); bottles 
of 100 and 1,000. 


MERCK SHARP & DOHME Division of MERCK & C0, INc., Philadelphia 1, Pa. Oo) 
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markedly 


pulmonary 
edema 


ANY INDICATION FOR DIURESIS IS AN INDICATION \ FOR DIURIL 


72 
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medically 


4 | efficient... 

7 cosmetically 
acceptable 


to the patient 


ANTIBIOTIC LOTION 


For treatment of topical bacterial infections 


Comprehensive Bactericidal Action 
Water-miscible, Uncolored, Unscented j 
Unlikely to Sensitize f 


\ Dries Rapidly y 
Excellent for *Kerosporin™ brand 
4 
\ hairy and intertriginous A Polymyxin B Sulfate 
areas of the skin A 
N a Neomycin Sulfate 
y 5 mg. 


Plastic Squeeze 
Another fine i —_— Bottles of 20 cc. 
BURROUGHS WELLCOME CO. 0. (U. S.A.) INC., Tuckahoe, New York 
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bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 


source of pelvic distress. 


FURACIN’ 


urethral 


suppositories 


are antibacterial . . . anesthetic . .. 
gently dilating . .. provide rapid 


control of both pain and infection.® 


Each Suppository contains Furacin 0.2% and 
diperodon*HCl 2%, in a water-dispersible base. 
Hermetically sealed in silver foil, box of 12. 

1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barrett, M. E.: J. M. Ass. Alabama 

26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


onl 


URETHRA 


post menopausal 
urethritis 


After the meno} 


deficiency 


urethral mucosa 
ce ptibility to 


pe ly 


source 


FURESTROL" 
suppositories 


are estrogenic as well as anti- 


bacterial, anesthetic, and gently 


dilating ... provide “progressive 


histologic normalization” as well 


as prompt symptomatic reliet.® 


Each Suppository contains Furacin 0 
diperodon*HCl 2%, and diethylstill 
0.0077 0.1 mg.), in a water-dispersibl 
Hermetically sealed in 

4. Youngblood, V. H.; Tomlin, E. M.; 
Williams, J. O. and Kimmelstiel, P.: Tr. South- 
east. Sect. Am. Urol. Ass 
5. Youngblood, V. H.; Tomlin, E. M.; and 


Davis, J. B.: J. Urol., Balt., 78:150, 1957. 


(to be pub shed). 


NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
EATON LABORATORIES, NORWICH, NEW YORK 
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Swift introduces 
new 
High Meat 
n Vegetable 
one-jar 


Swift’s High Meat Dinners are so delicious the labels read like 
menus...so nourishing they contribute importantly to a baby’s 
“Pyramid of Growth.” 


There are five tempting varieties even the fussiest little eaters 
will enjoy: Beef, Chicken, Ham, Veal and lamb. Each is a nutri- 
tionally balanced meal when supplemented with milk and fruit. 
(Typical analysis at right.) 


Swift’s new Dinners are made with the exacting care that merits 
your complete confidence. Delicious meats are Swift’s specialty ... 
especially Meats for Babies. 


Composition of 
Swift's Strained 
High Meat Dinner (Lamb) 


Protein 


103R°2 YEAR 
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Carbohydrate............. 5.4% 
Moisture..................83.8% 


appetite cu rbed 


sleep undisturbed 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


makes losing weight easier 

PRELUDIN effectively curtails the patient’s craving for food...generally 
producing two to five times the weight loss achieved by dietary means 
alone.'$ 


makes losing weight comfortable 
PRELUDIN produces little or no C.N.S. stimulation or other undesirable 
side reactions.!* 


makes losing weight notably safe 
PRELUDIN may be used in cases of moderate hypertension, chronic 
cardiac disease or diabetes.?* 


(1) Ressler, C.: J.A.M.A. 165:135 (Sept. 14) 1957. (2) Gelvin, E. P.; McGavack, T. H., 
and Kenigsberg, S.: Am. J. Digest. Dis. 2:155, 1956. (3) Barnes, R. H.: J.A.M.A. 166:898 
(Feb. 22) 1958. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Natenshon, A. L.: 
Am. Pract. & Digest Treat. 7:1456, 1956. 

Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 


original silhouette hand cut by Mochi 


GEIGY 


GEIGY 


Ardstey, New York 


in a broad spectrum of inflammatory indications — arthritic phlebitic - rheumatic 


® potent 
anti-inflammatory 


(phenylbutazone GEIGY) 


A“ ...specific anti-inflammatory action similar to that observed from the adrenocortical 
= ¢ steroids, with secondary analgesic and antipyretic activity”! accounts for the efficacy 
, of BUTAZOLIDIN. This is confirmed by experimental observations? and by objective 
measurements, biochemical determinations and therapeutic responses in Clinical 
studies.7"16 


The broad-spectrum efficacy of BUTAZOLIDIN has been established by over 1,000 pub- 
lished reports and 150 million patient-days in: bursitis; gouty arthritis; rheumatoid 
arthritis; osteoarthritis; acute superficial thrombophlebitis; rheumatoid spondylitis; 
thrombosed hemorrhoids; psoriatic arthritis; peritendinitis. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send 
for detailed literature before instituting therapy. 


(1) Robins, H. M., and others: Am. Pract. & Digest Treat. 8:1758, 1957. (2) Domenjoz, R.: Internat. Rec. Med. 
165:467, 1952. (3) Stein, |. D.: Angiology 6:403, 1955. (4) Kiing, H. L.: Schweiz. med. Wchnschr. 85:262, 1955. 
(5) Yourish, N.; Paton, B.; Brodie, B. B., and Burns, J. J.: A.M.A. Arch. Ophth. 53:264, 1955. (6) Selitto, J. J., and 
Randell, L. D.: Fed. Proc. 13:403, 1954. (7) Smyth, C. J., and Clark, G. M.: J. Chron. Dis. 5:734, 1957. (8) Brodie, 
B. B., and others: Am. J. Med. 16:181, 1954. (9) Payne, R. W., and others: J. Lab. & Clin. Med. 45:331, 1955. 
(10) Connell, J. F., Jr., and Rousselot, L. M.: Ann. New York Acad. Sc. 68:155 (Aug. 30) 1957. (11) Currie, 
J. P.; Brown, R. A. P., and Will, G.: Ann. Rheumat. Dis. 12:88, 1953. (12) McMahon, M. F.: Rheumatism 13:17, 
1957. (13) Volimer, J.; Weiskettel, R., and DeCourcy, J. L.: Ohio M. J. 53:910, 1957. (14) Sigg, K.: Angiology 
8:44, 1957. (15) Skversky, N. J.; Yarrow, M. W., and Lewinn, E. B.: J. Albert Einstein Med. Cen. 5:268, 1957. 
(16) Braden, F. R.; Collins, C. G., and Sewell, J. V.: J. Louisiana M. Soc. 109:372, 1957. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules 
containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 
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The 
Medical 
Bureau 


900 North Michigan Avenue 


(A61) Board qual. 
development; full time univ. post. 
ANESTHESIOLOGY: (B33) Board qual., male or female; 
head a 24 men group affil. 225 bed tch’g hosp; 
000, MW 


Board internist, board path., 4 GPs 

(resent grad. elig); foreign operations, major indus. 

0; 2-yr contracts (renewable); substantial salary, 
generous benefits; excel. schools 

GENERAL PRACTICE: (F29) Group estab. early '53 by 


Chicago 


eee. int. research, child 


9 netting - 
- v . (F32) Ass n, group staffed by Board in- 
re Board surg., GP; former incumbent averaged 


$18 Mic 
INSURANCE MEDICINE: (X34) Ass'n, one of leading 
Sapeees 5 day week; pref. one living in Chicago 


INTERNAL MEDICINE: (H23) Ass'n, Board internist 
and Board surg; new clinic bidg occupied by 16 
Board men; partner oppor; No. Calif. (H24) Two in- 
ternists; 

"58 by prominent surg: coll. 

:_ if Board, $19,000; if Board eli 

Ass'n, hypertension division, me 
q h'g hosp; pref. interested hyperten- 
sion or cardiovascular renal diseases; med. schi city, 


Mw. 

OALR: (£22) Ass'n, 17 man group; univ. & resort city. 
SW. (E23) Head dept, 9 man clinic; town, 15, 
convenient to both Richmond and Washington. 

OBSTETRICS-GYNECOLOGY: (J7) Head dept, group re- 
cently founded; eventually 50 men whose offices will 
be confined to new 180 bed hosp; Hawaii; $16,000 t 
$18,000. Group ass’n; rapidly growing town, 40, - 
000, Alaska 

ORTHOPEDICS: (K59) Group estab. early 58 by prom- 
inent surg; coll. town, 30,000, near univ. med. center, 
So: $19,000 if Board; $18,000 if elig. (K60) Ass’t by 
Board orthop; “a pract; San Francisco area. 

PATHOLOGY: (L73) Dir. dept, 
rounding area hospitals; annual income $35,000: coll. 
town, Nebraska. (174) Dir. dept. 200 bed gen. hosp: 
fully appraves ; teh’g oppor; %, min. guarantee $20, - 
000 should realize considerably more: NW. 

PEDIATRICS: (M86) ‘n, 3 Board pediatricians; at- 
tractive resort & coll. town, Calif; unusual oppor. 

(M87) Ass'n, Long Island group of 4 estab. peds: 

early partner. 

& N: (P1t3) Dir. small priv. hosp. for mental cases: 

outstanding location, 

Head dept, 22 man clinic, 

Mw. 

Head dept, group recently founded: 

eventually 50 men whose offices, practices will be con- 

fined to new 180 bed hosp; Haw $18,000-$2 3 

(R39) Ass'n, rad. group affil. teh’g s 7 

school; hosp & priv. pract; MW; partner oppor. 

SURGERY: (Ui!) Ass'n, Board surg; busy pract; early 
partner; advantageous if qual. urol; Ohio. (U2) 
Ass'n, Board internist; long estab. clinic, Wis; pref. 
Board man: $1200, early partner. 


Please send for our Analysis Form. 


Burneice Larson oirecton 


PEDIATRICIAN TO JOIN RAPIDLY GROWING 
Roard specialty group; full partnership after 12 months; 
central New Jersey; 30 miles from New York City; pop 
ulation 130,000; pediatric practice already established : 
to head de partme nt pediatrics small community hospital: 
teaching woe with New York City hospital. Box 

6642 C, % AY 

WANTED—GENERAL PRACTITIONER FOR TOWN IN 

Missouri; ~lical center in the Heart of the Ozarks 

with three open staff hospitals; records available; office 

located in newly built medical building which already 
contains 3 psychiatrists, a neurosurgeon; two genera) 
surgeons and 3 dentists: perfect climate, good housing. 

Reply: Box 6632 C, % AMA. 


IMMEDIATE NEED FOR OTORHINOLARYNGOLO- 
gist to associate with two otorhinolaryngologists northern 
California city; two fully equipped separate offices; clin- 
ic hospital practice potential; salary percentage con- 
tract; personal-professional data required first letter; 
arya permanent status can be arranged. Box 6649 C. 
Yo AMA, 


WANTED—HOUSE PHYSICIANS; 345 BED GENERAL 
hospital; rotating service; $300 per month plus $50.00 
for living out if married and $25.00 for living out if 
single: must speak fluent English. Apply immediately 
for early appointment. Kentucky Baptist Hospital, 
Louisville, Kentucky, H. Dobbs, Administrator. C 


ANTED—AMERICAN BOARD SPECIALISTS: PHY- 
sicians interested in group or private practice; teaching 
research, public health or industrial medicine; National 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


ORTHOPEDIC SURGEON—ROARD CERTIFIED; FOR 
medical group in city of 35,000; good conditions: ample 
fringe benefits and starting net income of $19,000. Ed 
ward Vacher, Jr., MD, Medical Director, Fairmont 
Clinic, Fairmont, West Virginia. c 


GENERAL PRACTITIONER — IDAHO; EXCELLENT 
facilities for solo practice; new clinic completely furn- 
ished; room for expansion into small hospital unit; 
excellent opportunity for the right man. Daie Branson, 
Nezperce, Idaho. c 


subspecialties in GI and cardiology; group | 
town near | 


150 bed gen. hosp. & sur- } 


resort area, NY; $15,000 com- | 


AN AM ES CLINIQUICK CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the symptoms of 


cardiac nexrosis (anxiety in 


relation tc.tke-wormal heart)? 

(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex; 

(2) sighing respiration—*...I feel as 
though I can’t get enough air’’; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue —as tired 

in the morning as at bedtime. 


Source — Weiss, E.: Geriatrics ]/:151, 1956. 


a “...drug of choice for mildly 
disturbed ambulatory patients. ...”" 


Ectylurea, AMES 
()-ethyl-cis-crotonylurea) 


From our work with neurosedatives, we 
feel that ectylurea [Nostyn] is [a] drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 
“...NOSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 

> 


mental depression...."? 


(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 
McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(Nostyn), New York J. Med., in press 

dosage: Adults: 150-300 mg. (42 or 1 tablet) three 

or four times daily. Children: 150 mg. (4 tablet) 

three or four times daily 

supplied: 300 mg. scored tablets, bottles of 48 and 500. 


AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


NEUROLOGIST FINISHING FORMAL 
training soon; interested in the practice of neurology, 
alone, in a group, or in association with a teaching 
center; experience in child and adult EEG. Box 6662 C, 
% AMA. 


CLINICAL 


GENERAL PRACTITIONER TO JOIN MEDICAL 
group in city of 35,000; good conditions; ample fringe 
benefits, starting new income $15,000. Edward Vacher, 
Jdr., MD, Medical Director, Fairmont Clinic, Fairmont, 
West Virginia. 


INTERNIST — BOARD CERTIFIED; FOR MEDICAL 
group in city of 35,000; good conditions; ample fringe 
benefits, starting new income $19,000. Edward Vacher, 
Jr., MD, Medical Director, Fairmont Clinic, Fairmont, 
West Virginia. c 


PEDIATRICIAN — BOARD CERTIFIED; FOR MEDI- 
cal group in city of 35,000; good conditions; ample 
fringe benefits, starting new income $19,000. Edward 
Vacher, Jr., MD, Medical Director, Fairmont Clinic, 
Fairmont, West Virginia. c 


WANTED—DIRECTOR OF CLINICAL PSYCHIATRY 
for 1,400 bed mental hospital located in central Massa 
chusetts. Apply to: Warren P. Cordes, MD, Superin- 
tendent, Gardner State Hospital, Box 488, Gardner, 
Massachusetts. Cc 


WANTED — GASTROENTEROLOGIST BY THREE 
hospitais; within a 10 mile radius; total bed canaetty 
300; x-ray interpretation should net between $2. nd 
$3,000 monthly; teaching connections with two medical 
schools. Box 6644 C, % AMA 


OPHTHALMOLOGIST WANTED—IN FLORIDA; WE 
are busy opticians located in Miami's largest shopping 
center; we have enough daily referrals to get_a good 
eye doctor started; space available. Write to: Optician, 
563A NE 8lst Street, Miami, Florida c 


ANESTHESIOLOGIST POSITION FOR BOARD 
qualified anesthesiologist; modern clinic and hospital 
group practice; city of 50,000 on the Mississippi. Ad 
dress communications to: Administrator, Gundersen 
Clinic, La Crosse, Wisconsin. c 


STAFF PHYSICIAN FOR 168 BED COUNTY TUBER 
culosis hospital; Ohio license necessary; starting salary 
$600 per month, plus furnished home; retirement plan; 
sick leave. Apply to: H. H. Teitelbaum, MD, Medical 
Director, Mahoning Tuberculosis Sanatorium, 4880 ae’ 
Road, Youngstown, Ohio. 


PSYCHIATRIST—TO HEAD DEPARTMENT IN LONG 
established group with present staff of thirty; diplo 
mates in each department; insurance and retirement 
plans without cost in individual; progressive city with 
= schools and youth programs. Box 6633 C, % 


(Continued on next page) 
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(Continued from preceding page) 


FULL TIME CARDIAC 
; cardiac catheterization, ete. good 
living quarters available if required. 
kw. Brown, Administrator, Edegwater Hospital, 

, Chicago 26, Illinois. Cc 


JOIN BOARD PEDIATRICIAN 


ne Bh cweng per year; excellent fringe benefits without cost 


WANTED—GENERAL SURG EON FOR 75 BED RAIL- 
road hospital in Waycross, 
all tybes ge neral surgery; open Se ptembe rl, 

Bunten, MD, Chief ene 

Line Railroad Company, Wilmington, 


IAN — UNDER 45; 
full time; student health cente ci. 
Dieasant conditions. : 
Kansas State 


POSITION: VACANCY—ANESTHESIOLOGIST; BOARD 
; full time ; fully oe 330 barr hospital, 


Sister Anna Mare, “Administrator,” st. 


GROUP ON THE SOUTH SIDE OF CHICAGO IN NEED 
of Board eligible or Board Certified internist ; 
+ complete office facilities for examination of 
PATHOLOGIST—TO TAK 
; 225 bed hospital in New York States eee 
ent . s ‘pDerie! 3, 
ORTHOPEDIST—ATTRACTIVE > men furnish resume of experience. ox 6646 
established group; excellent hospital facilities, 
and retirement benefits; good schools, exceptional com- 


munity, and salary $15,000 and up depending on ability. MEDICAL GROUP IN DOWNEY, CALIFORNIA, W 


$i, 


Boulevard, 

WANTED — ONE CARDIOLOGIST, ONE PATHOLO- 

, and one pediatrician; for group in northern Ohio; 

teaching and research; i 

men able to head department in hospital and clinic. 


OPHTH ALMOLOGIST — BOARD ELIGIBLE OR BET- 
to join Board man in group of thirty; 
tioned office ; good retirement plan and fine ‘community ; 
$15,000 or better to start % AMA 


J.A.M.A., Sept. 6, 1958 


PSYCHIATRISTS 


California’s long range mental health pro- 
gram offers varied assignments for well 
qualified Psychiatrists in several locations. 


Interviews twice a month in California, 
and tentatively planned late in October in 
other states. No written examination. 

Appointments at $11,400, $12,000, and 
$13,200; merit increases to $14,400 a year. 
Retirement annuities and other attractive 
benefits. 


Write Medical Personnel Services, State 
Personnel Board, Box F, 801 Capitol Ave- 
nue, Sacramento, California. 


WANTED—PEDIATRICIAN; PEDIATRIC CONSCIOUS 
community; wealthy drawing area; new clinic; 90 miles 
from Chicago; guaranteed established ; part- 
nership two years. Box 6627 C, AMA. 


WANTED—PSYCHIATRIST EXPERIENCED IN ELEC 
tric shock, insulin and drug therapy for private hos- 
pital; salary $10,000 plus unfurnished house. Reply: 

Box 6580 C, % AMA ‘ 


WANTED—STAFF PSYCHIATRIST FOR 1,400 BED 
mental hospital located in central Massachusetts. Ap- 
ply: Warren P. Cordes, MD, Superintendent, Gardner 
State Hospital, Box 488, Gardner, Massachusetts. Cc 


ORTHOPEDIC SURGEON WANTED—TO JOIN TWO 
General surgeons serving southwest town more than 
40,000; new clinic building fully equipped; Board 

eligible or certified. Box 6465 C, % AMA. 


PHYSICIAN TO ADMINISTER ANESTHETICS IN A 

50 bed hospital in conjunction with general practice or 
some other branch of medicine; location is in Pied 
mont section of North Carolina. Box 6656 C, % AMA 


OTOLARY NGOLOGIST SOUTHEAST; URGENTLY 
need ENT or EENT man to become a partner in estab 
lished EENT clinic. Write giving full detaiis to: Lox 
6654 C, % AMA. 


WANTED—ORTHOPAEDIC SURGEON; BOARD CER- 
tified or eligible to join staff of orthopaedic clinic in 
southeast. Write: Box 6655 C, % MA. 


OPPORTUNITIES FOR PRACTICE. WITH ABLE 
group of physicians and surgeons in this 600 bed GM&S 
Veterans Administration Hospital+, Columbia, South 
Carolina; positions in orthopedics, radiology, otolaryn 
gology, pathology and neurosurgery available; salaries up 
to $13,970 depending on qualifications, plus 15% 

Board Certification allowance; liberal vacation and sick 

leave and retirement plan; ideal year round climate; 

United States citizenship and license of any state re- 

quired; excellent opportunity. Write: Director, Profes- 

sional Services, Veterans Administration Hospital, Co- 
lumbia, South Carolina. Cc 


WANTED — GENERAL PHYSICIANS: UNDER 35 
ears of age; full time hospital practice, opportunity 
lo develop interest; consultation with specialists avail- 
able in professional care program of 10 Miners Memo- 
rial Hospitals; full time positions with starting com- 
pensation at the rate of $12,000 per year; progressive 
pay scale; for appointment currently and for July 1959; 
U. S. citizenship and eligibility for licensure in Ken- 
tucky. Virginia, or West Virginia required. For details, 
address: The Clinical Director, Miners Memorial Hos- 

1427 Eve Street, N. W., 


WANTED — ASSOCIATE IN ANESTHESIOLOGY ; 
Board or Board qualified; excellent opportunity in 300 
bed closed staff hospital* + for clinical anesthesia and 
some research if ¢ ~d; present de partment consists of 
MD and five nurse work volume over 5,000 cases per 
year exclusive of O. B. analgesia, with constantly in- 
creasing volume, necessitating expansion of department 
For particulars, write: J. Morgan Schwab, MD, Chief 
of Department of Anesthesiology, Geisinger Memorial 
Hospital, and Foss Clinic, Danville, Pennsylvania. C 


EMERGENCY ROOM PHYSICIANS—THREE VACAN 
cies are available for appointment as Receiving Ward 
Physicians beginning September 1, 1958; excellent re 
fresher for physicians waiting to start residencies, mili 
tary service or general practice; may arrange for study 
or work in various clinics or laboratories in off-duty 
time; applications for any period of six months or long 
er will be considered. Write: Dr. Kenneth L. Clark, 
University of Cincinnati College of Medicine, Cincinnati 
General Hospital*+, Cincinnati 29, Ohio. Cc 


WANTED—HEALTH OFFICERS FOR LOCAL UNITS 
in Florida; Health Officer IV, $11,040 to $13,800, Health 
Officer III, $10,080 to $12,600, Health Officer II, $9,- 
120 to $11,520, Health Officer I, $7,200 to $9,120; each 
applicant is rated on a basis of experience and train- 
ing; good state retirement plus social security; Merit 
System protection; travel aslowance 10c a mile; 40 hour 
week; work in vacation surroundings. Apply to: Wilson 
T. Sowder, MD, State as Officer, P. O. Box 210 
Jacksonville 1, Florida 


MASSACHUSETTS, NEAR BOSTON—WANTED; SEN- 
ior psychiatrists on both research and house service ; 
1,600 beds; approved two years residency training; min- 
imum salary $9,061; additional increases for Boards and 
experience ; re: asonable rents; time off for analysis; med 
ical school affiliation; excellent opportunities for teach- 
ing and research. Theodore F. Lindberg, MD, Super- 
intendent, Medfield State Hospital, Medfield, Massa- 
chusetts. Cc 


PHYSICIAN-SURGEON; UNUSUAL OPPORTUNITY; 
established medical offices and aquipment available due 
to death of physician with large and substantial prac- 
tice; choice location in prosperous city of 8,000; county 
seat; forty miles from Omaha, Nebraska; modern 75 
bed hospital; million dollar addition under construc- 
tion; complete medical, surgical, x-ray equipment and 
omees now from widow-owner. Box 6225 C, 
% 
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APPROVED FELLOWSHIP IN CARDIOLOGY—AVAIL- 
able September |, 1958; 684 bed county hospital near 
New York City; all beds used for teaching; applicants 
must have minimum of three years graduate training; 
active teaching cardiolog 
cardio-pulmonary laboratory, individual research activ- 
ity! cardiovascular surg'cal service functioning; stipend 

,200 annually. Apply: Superintendent, Bergen 
0 


unty Hospital, Paramus, New Jersey. 


SURGEON—WISCONSIN LICENSE OR ELIGIBLE FOR | 
license now; capable of performing general procedures 
should be able and resourceful; not | 
work in a small community | 


and fracture work; 
necessarily Board qualified; 
hospital; excellent rural area; unopposed practice; nee 
is so great that immediate partnership is offered if so 
desired; an unusual opportunity for a surgeon. Write 
to: MacCurnack Clinic, Whitehall, Wisconsin. 


RADIOLOGY — 
position available immediately; approved for three year 
residency; extensive service in diagnostic roentgenology ; 
also in radiation therapy and radium; isotope labora 
tory; affiliated with Margaret Hague Maternity Hospital 
and Pollak Chest Hospital where training in these fields 
is also available; 
nance. Box 6594 C, % AMA. 


ASSOCIATE RADIOLOGIST — 325 BED, TEACHING 
hospital*+ associated with medical center has immedi- 


ate opening for a certified radiologist who is teaching | 


and research, as well as clinically oriented; stimulating 
atmosphere; fully approved 3 years residency program; 
liberal salary based on background, competence and po- 
tential. Address reply which will be held in_ strictest 
confidence to: Chief Radiologist, Box 6591 C, % AMA. 


WANTED — PHYSICIANS 
trained; 1,105 bed Veterans Administration neuropsy- 
chiatric hospital dynamically ofiented; salary range 
$9,890 to $16,000 depending upon qualifications; 
has excellent educational and cultural opportunities; 
near Smith College, Amherst College, and the Univer- 
sity of Massachusetts. Communicate: anager, Veterans 
Administration Hospital, 


RADIOLOGIST — CERTIFIED IN DIAGNOSIS AND 
therapy; to join on full time basis the department of a 
850 bed active medical surgical hospital; two full time 
radiologists and three residents in the department ; affili- 
ated with a medical school and moving to expanded 
modern facilities next year; located in a large city on 
the eastern seaboard; kindly state qualifications and 
give references in first letter. Box 6560 C, % AMA. 


WANTED—GENERAL PHYSICIAN FOR FULL TIME 
hospital practice; California license required; modern 
well equipped 90 bed hospital with addition of 50 beds 
in the near future; fast growing northern California 


community; center of recreational and sports area; sal- | 


«%* age and qualifications 


ary open. Please write 
P. 0. Box 639, Redding, Call; 


Director, 
orn 


WANTED—INDUSTRIAL PHYSICIAN TO JOIN DY- 


industrial and/or occu- 
located in the mountain 
opportunity to work with 
salary open but 


namically motivated, modern 
pational medical department 
resort area of North Carolina; 
diplomate in occupational medicine; 


consistent with trend of the times; working conditions | 


challenging and demanding but relaxed and pleasant. 
Box 6598 C, % AMA. 


APPROVED FELLOWSHIP CARDIOVASCULAR DIS- 
ease—Complete cardiovascular center; catheterization; 
cinefluoroscopic angiograms; pulmonary function; iso- 
topes; cardiac surgery; research, 
Proved school with the equivalent of two years of ap- 
proved ee in internal medicine. Apply: Robert 8. 

reen, Memoria! boratory, St. Mary's 
Hospital, Cincinnatl 14, Ohio c 
GENERAL SURGEON— 


salary range from: $9,890 to $16,000; according to ap- 
plicant’s past experience and educational background; 
fringe benefits; preceptorship in surgery available. Ap- 
ly to: Manager, Veterans Administration Hospital, 
luskogee, Oklahoma. c 
PSYCHIATRISTS WANTED — SALARY $6,505 
$13,970 depending upon qualifications ; 
if Board Certified; not to exceed $16,000; approved 
three year psychiatric residency in conjunction with 
Northwestern University; hourly commuting distance 
Chicago; citizenship required. Write: Manager, Vet- 
= ae nistration Hospital, Downey, North caso, 
linois. 


WANTED—GENERAL PHYSICIAN IN RURAL PRAC- | 


tice Northern California; with interest in preventive 
medicine; offer $1,000 to sl. 200 per month; according 
to training and experience, including surgical, and also 
in relation to desire to work at general practice with 
country people; partnership type association after trial 
period. Box 6568 C, % AMA. 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- | 


atric patients in 2,400 bed hospital; suburb Chicago; 

salary ranges $6,505 to $13,970 depending upon quali- 
fications plus 15% if diplomate; not to exceed $16,000; 
Northwestern University affiliate; citizenship required. 
Write: Manager, Veterans Administration Hospital, 
Downey, North Chicago, Illinois. 


WANTED—ONE INTERNIST AND ONE GENERAL 
practitioner for 430 bed general medical and surgical 
hospital; supervised by Board Certified physician; bach- 
elor quarters available on station. Write: Director, Pro- 
fessional Services, Veterans Administration Hospital, 
Fayetteville, North Carolina. Cc 


INTERNIST WANTED—TO TAKE 
internists office and equipment; developing practice in 
heart of Florida’s eastern Gold Coast; moderate invest- 
ment with satisfactory terms; diagnostic x-ray, 
cope, available of desired; Florida license required. Box 
6601 C, % AMA 


WANTED — INTERNIST; RESIDENCY COMPLETED 
for well established Virginia group; associated excel- 
lent hospital; partnership after one 
buy; no home calls; vacation, study and sick benefits. 
Apply: Box 6603 C, % AMA with full information in 

rst letter. 


WANTED—SURGEON ; 


MODERN ACCREDITED 111 


3 diplomates on staff; furnish 


Administration Hospital, Miles City, Montana. 


service, cardiac consultation, | 


JERSEY CITY MEDICAL CENTER; | 


beginning salary $2,000 plus mainte- 


PSYCHIATRICALLY | 


area | 


Northampton, Massachusetts. C } 


ete; graduate of ap- | 


FOR 390 BED GENERAL HOS- | 
pital; must be a citizen and licensed in any state; | 


TO | 
15% additional 


OVER PRESENT | 


fluoros- | 


year; no stock to 


apartment available. Manager, Veterans 


GENERAL PRACTITIONERS — SMALL GROUP IN 
new combined clinic-hospital building in southwestern 
New Mexico desire one or 
interests in obstetrics or pediatrics; nemnoetes sal at 
open; future earnings limited enty by ability. Box 
C, % AMA. 

HOUSE PHYSICIAN—LICENSED IN _ PENNSYLVA- 

position available immediately; 250 bed general 

fully accredited; located 20 miles north of 

Pittsburgh; if interestei, contact: Thomas J. Paden, 

Administrator, Citizens General Hospital, New Ken- 

sington, Pennsylvania. Cc 


ORTHOPEDIST AND UROLOGIST—BOARD CERTI- 
fied or qualified to joir established {7 man group in 
new building in three college city of 70,000; three mod- 
ern hospitals with staffs; 200,000 surrounding 

ta Lake resorts. Box 
6536 C, % AMA, 


WANTED—FOR CHICAGO AND SUR- 
rounding suburbs; many full and part time opportuni- 
tles available including association, industry and all 
specialties. Call or write: Garland Medical Placement, 
East Washington Street, Chicago, Illinois, 
-0145. 


| PHYSICIANS 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
ond 6 0 Broadway Street, Los Angeles 14, = 
‘ornia. 


WANTED—CAPA 


WANTED — OROLARYNGOLOGIST; YOUNG 
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TWO PHYSICIANS—ONE WITH TRAINING IN AN- 
per 


esthesia and one with training in EENT; $1,000 

month to start; immediate opening; Washington license 

required. Contact: R. A. Bussabarger, MD, Phone 90, 

Riverview Hospital & Clinic, aymond, 
n. 


WANTED — PHYSICIAN-PRACTITIONER CAPABLE 
administering general anesthesia; small seaport town; 
lower eastern shore; 34 bed general hospital with im- 
proved facilities being constructed. Contact: A. J. Bry- 
an, Jr., Administrator, Edward W. McCready Memorial 
Hospital, Crisfield, Maryland. Cc 


GENERAL PRACTITIONERS, INTERNISTS — TO 
work with psychiatric patients in 681 bed neuropsychi- 
atric hospital; salary open, depending upon qualifica- 
tions; citizenship required; quarters available. Manager, 
Veterans Administration Hospital, Fort Lyon, = 
rado. 


PRACTIONER TO 
practice; office furni- 
location on Chicago's 
leaving to special- 

AMA 


ABLE GENERAL 
take over long established; busy 
ture and equipment, desirable 
southwest side; unusual 
ize; will introduce. Box 6595 C, 


BOARD 
Carl Olander, MD, Taylor- 
Washington. 


Apply to: 


man preferred 
Ellensburg, 


Richardson Clinic, 
(Continued on next page) 


e REDUCE INFLAMMATORY 
REACTION...SPEED 
RECOVERY PROCESS 


OF 


SPRAINS 


VARIDASE 


Streptokinase- Streptodornase Lederle 


BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 

*Reg. U.S Pat. Off. 


| = 

a 

SORENESS, 

RESPOND 


124 
(Continued from preceding page) 


PHYSICIAN--1947 GRADUATE; COLLEGE 
clinie experience; Board qualified in radiology; de- 
sives general practice preferably with group in mid- 
vest or south; willing to do some radiology. Box 6405 C, 


% AMA. 


INTERNIST — OR ELIGIBLE; 
well 18 lists located in excellent 

ood sala 

Galli- 
c 


WOMAN 


hospital 
Apply: 
polis, Ohio. 


POSITION OPEN—ASSISTANT ELECTROENCEPHAL- 
ographer; MD for large midwestern university hospital; 
advanced training available; research facilities; neuro- 
logical training desirable; salary open; please state draft 
status. Box 6567 C, % AMA. 


Sartnorship after 2 years; 
r. Charles E. Holzer, Holzer Clinic, 


OTOLARYNGOLOGIST WANTED—FOR 

in large long established EENT practice in a city with 
starting salary $21,000 with 
opportunity for great salary advancement and early part- 
nership. Write: Box 6535 C, % AM 


WANTED—INTERNIST OR GENERAL PRACTITION- 
er to associate with 8 doctors as tenant in their build- 


ing; surgical assists; referrals, good income assured. | 
Write to: Dr. Greenberger, Medical Arts Building, | 
McAlester, Oklahoma. Cc} 


ORTHOPEDIST—TAKE OVER ESTABLISHED PRI- 
vate practice; growing southern California beach com- 
munity; pleasant area; near hospital; office equipment, 


secretary, = ge to buy; must leave area; terms. Box 
6552 C, % AMA. 
VIHLYSICIAN WANTED—OPPORTUNITY FOR GEN- 


| 
| 
eral practitioner; a prosperous Finger Lakes commu- | 
home- | 


nity, New Yerk State; a community project; 
office combination; reasonable terms. Write: Wilson 
Robin, King Ferry, New York. Cc 


GENERAL PRACTITIONER — SOUTHERN CALIFOR.- 
nia; $12,000 annually plus percentage when qualified 
and leading to partnership; excellent opportunity for fu- 
ture security; license required: state availability, experi- 
ence, ete. Box 6543 C, % . 


SURGEON WANTED—YOUNG; BOARD CERTIFIED 
or eligible; to associate with a Board Surgeon in 10 
man Iowa group; present surgeon's practice enough for 
two men; early partnership. Write: Box 6318 C, % 
AMA. 


WANTED—PHYSICIAN TO DO GENERAL PRACTICE 
to associate with small group in West Texas; starting 
salary $12,000; complete modern hospital and clinic 
facilities; wonderful opportunity for advancement. Box 
6490 C, % AMA. 


GENERAL PRACTITIONER WITH SOME SURGICAL 
training or experience; well established small group; 
Los Angeles area; good starting salary with opportunity 
for : license required; write fully. Box 6542 
C, % AMA | 


WANTED ANESTHESIOLOGIST TO ASSOC fees 
with four man group, midwest; private practice, $15,006 
to $18,000, early partnership; must have minimum 7 
one year’s approved training. Box 6553 C, % AMA. 


PATHOLOGIST—ACTIVE 1,000 BED GM&S AND PSY- 
chiatric hospital ; increased pay rates now in effect. In- 
oe to: Manager, VA Hospital, Lebanon, ee 
vania 


LOOKING FOR YOUNG MAN WHO HAS HAD PART 
or full time training in urology and is interested in 
working with Board certified urologists. Box 6524 C, 


Yo AMA 


WANTED — ASSOCIATE FOR BOARD CERTIFIED 
pediatrician in pediatric department of 15 man group in 
northern Illinois; Guaranteed salary Ist year with early 
partnership available. Box 6571 C, % AMA. 

ANESTHESIOLOGIST CERTIFIED OR ELIGIBLE; TO 
join anesthesiologist group on fee for service basis in 
midwestern city; above average income. Box 6578 C, 


Yo 


HOUSE PHYSICIAN—80 BED GENERAL HOSPITAL; 
60 miles north of New Yerk City; immediate ope ning: 
$350 per month plus maintenance. Apply: a 
tor, The Cornwall Hospital, Cornwall, New “Ye i Cc 


ANESTHESIOLOGIST — DIPLOMATE OR ELIGIBLE 
for Board or College to join three man group; must have 
Florida license or be eligible for Florida State Board; 
details on request. Box 6593 C, % AMA. 


WANTED—COUNTY PHYSICIAN; 2,000 POPULATION 
and 6 bed medical clinic in central Oregon town; build- 
ing to be constructed for doctor. Write: Wheeler Coun- 
ty Memorial Clinic Building, Fossil, Oregon. Cc 


WANTED—GENERAL PRACTITIONER FOR ASSOCI- 


ate in well equipped clinic; excellent hospitals in 
Springfield; $12,000 a a full partnership in four 
years. Box 6608 C, % A 


RADIOLOGIST WANTED BOARD CERTIFIED OR 
Board eligible to join radiology group in midwestern 
city of 100,000; office and hospital practice ; opportunity 
for early partnership. Box 6616 C, % AM: A. 


ERAL PRACTITIONER WITH AN INTEREST IN 

NT to take over well established lucrative practice; 

$5,000 assured annual income for part time work; New 
York state. Address: Box 6622 C, % AMA. 


OPHTHALMOLOGIST—QUALIFIED; TO TAKE OVER 
complete practice for price of equipment ; Ohio city; re- 
tiring next July; send details of training, etc. to: "Box 
6597 C, Y% AMA. 


WANTED—CERTIFIED OR ELIG 7 INTERNIST 
with training in gastroenterology; man established 
clinic; college town of 17,000; inidwest full partner- 
ship 3 years. Box 6611 C, % AMA 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia, 
and Ohio. Box 6549 C, % AMA. 


WANTED—WELL TRAINED YOUNG SURGEON TO 
join 10 man midwestern «roup in July, 1959; thoracic 
experience desirable. Write: Box 6467 C, % AMA. 


(Continued on page 126) 


RITTER. EXTENSION HEAD 
_Fig. 231 HALTER—S] 2-50 


Hung from any door. 
Made of white double 
coutil, fleece-lined 
Buckle adjusts to fit any 
head size. Halter comes 
complete with pulley sys- 
tem, door-top support, 
spreader bar, weight 
bag. 


Indications for use: Suc- 
cessful treatment for 
pain resulting from 
complications in the 
area of the cervical 
spine; herniated cervical 
disks, osteo-arthritis of 
cervical spine, muscle 
spasm of the neck. 


HORIZONTAL TRACTION ASSEM- $1 7 50 
BLY (Fig. 321-A) with pelvic belt ° ° 
Measurements required: circumference 3 inches 
below iliac crests. 


ADJUSTABLE LUMBO-SACRAL 
SUPPORT—$7.00 


Made of herring bone 
weave 2 ply coutil, rein- 
forced in back, sides and 
front with stays. Supplied 
with removable sacral pad 
and perineal straps. 


Take measurements around 
the hips three inches be- 
low the iliac crest. 


5” to 7” Front (Fig. 101) Sacroiliac Belt, 
6” to 10” Back 6” wide, $5.00 


THE F. A. RITTER CO. 
4624 Woodward, Detroit 1, 


Fig. 
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Mich, 


Write for complete catalog of surgical and orthopedic appliances 


OUR ELEVENTH YEAR IN THESE COLUMNS 
DISCUSSING 
FOOT STRAINS 
and SHOE FITTINGS 


Persistent foot fatigue and related dis- 
comfort sometimes tie back to chronic 
foot-strains . . . and to patient’s indi- 
vidual shoe-fitting problems. Individual- 
ly fitted from 248 styles and sizes, 
Cuboid Shoe Inserts, when worn in any 
sensible shoe, are designed to “break in” 
and take form that “adapts” the shoe 
to the plantar area of the patient’s foot. 


Burns Cuboids have been prescribed by 
physicians for as long as 22 years. The 
product has been advertised to you in 
these columns for the past ten years. 


A special data sheet describing the functions 
of Cuboid Shoe Inserts is available to doctors 
on request. 


BURNS CUBOID CO. 
Established 1936 
P.O. BOX 658 * SANTA ANA, CALIFORNIA 


J.A.M.A., Sept. 6, 1958 


JOKS RECEIVED 


Books received by Tue Journau are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Communication for Nurses. By Florence K. 
Lockerby, A.B., M.A., Chairman of Communica- 
tion Department and Coordinator of General Edu- 
cation, Presbyterian-St. Luke’s Hospital School of 
Nursing, Chicago. With foreword by Lucille S. 
Spalding, R.N., B.S., M.S., Associate Professor of 
Nursing, University of Missouri School of Nursing 
and Adult Education and Extension Service, Co- 
lumbia. Consultants: Edith Denney Payne, R.N., 
M.A., Director, Department of Nursing, Presby- 
terian-St. Luke’s Hospital, Chicago, Rosemary 
Ellis, R.N., A.B., B.S., Assistant Professor of Nurs- 
ing Education, University of Chicago, Chicago, 
and Joseph P. Greer, M.S., Administrator of St. 
Luke’s Hospital, Chicago. Cloth. $3.75. Pp. 175, 
with illustrations by Katherine Barnaby. C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1958. 


Ocular Allergy. By Frederick H. Theodore, 
M.D., Associate Clinical Professor of Ophthal- 
mology, New York University Post-Graduate Medi- 
cal School, New York, and Abraham Schlossman, 
M.D., Clinical Assistant Professor of Ophthalmol- 
ogy, College of Medicine, State University of New 
York, Brooklyn. With chapters by William B. 
Sherman, M.D., Associate Clinical Professor of 
Medicine, Columbia University College of Phy- 
sicians and Surgeons, New York, and Robert S. 
Coles, M.D., Instructor in Ophthalmology, New 
York University Post-Graduate Medical School. 
Cloth. $12. Pp. 420, with 113 illustrations. Wil- 
liams & Wilkins Company, Mount Royal and Guil- 
ford Aves., Baltimore 2, 1958. 


Die Dystrophie: Spitfolgen und Dauerschiiden. 
Zusammengestellt vom Bundesministerium fiir Ar- 
beit und Sozialordnung, Bonn. Heft 65, Arbeit und 
Gesundheit: Sozialmedizinische Schriftenreihe aus 
dem Gebiete des Bundesministeriums fiir Arbeit 
und Sozialordnung. Herausgegeben von Prof, Dr. 
phil. et med. M. Bauer, Dr. med. F. Paetzold und 
Ministerialrat Dr. med. Cl, Dierkes. Mit einem 
Vorwort von Dr. E. Goetz. Paper. 19.60 marks; 
$4.65. Pp. 202, with 16 illustrations. Georg Thieme 
Verlag, Herdweg 63, (14a) Stuttgart N, West 
Germany; [Inté@rcontinental Medical Book Corpo- 
ration, 381 Fourth Ave., New York 16], 1958. 


Availability for Work: Chronic Disease and 
Limitation of Activity. Part I: Measurement of 
Availability for Work in Relation to Health and 
Other Factors. Part II: DIness and Limitation of 
Activity among Older People. By Philip S. Law- 
rence, Sc.D. U. S. Department of Health, Educa- 
tion, and Welfare, Public Health Service. Public 
Health monograph no. 51. Public Health Service 
publication no. 556. [Issued concurrently with 
March 1958 issue of Pub. Health Rep., vol. 73, no. 


3.] Paper. 35 cents. Pp. 48. Superintendent of 
Documents, Govern. Print. Off., Washington 25, 
D. C., 1958. 


A Manual of Dental Anesthesia: An Illustrated 
Guide for Student and Practitioner. By W. Harry 
Archer, B.S., M.A., D.D.S., Professor of Oral Sur- 


gery and Anesthesia, School of Dentistry, Univer- 
sity of Pittsburgh, Pittsburgh. Second edition. 
Cloth. $8.50. Pp. 346, with 174 illustrations. 


B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W. C. 2, England, 1958. 


Unfall h 


Die Begutachtung des 
der Meniscusbeschidigung. Von Privatdozent Dr. 
Heinrich Breitenfelder. Heft 57, Beihefte zur 
“Monatsschrift fiir Unfallheilkunde und Versi- 
cherungsmedizin.”” Herausgegeben von Prof. Dr. 
A. Hiibner. Paper. 7.60 marks. Pp. 40, with 4 
illustrations. Springer-Verlag, Reichpietschufer 20, 
Berlin W 35 (West Berlin); Neuneheimer Land- 
strasse 24, Heidelberg; Gittingen, Germany, 1958. 


The Brain and Human Behavior. Research Pub- 
lications, Association for Research in Nervous and 
Mental Disease. Volume XXXVI. Editors: Harry 
C. Solomon, M.D., Stanley Cobb, M.D., and 
Wilder Penfield, M.D. Proceedings of the Asso- 
ciation, December 7 and 8, 1956, New York, N. Y. 
Cloth. $15. Pp. 564, with 200 illustrations. Wil- 
liams & Wilkins Company, Mount Royal and Guil- 
ford Aves., Baltimore 2, 1958. 
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of blood, predure for the 
patient with 


—its /ow content of reserpine (0.1 mg. per tablet or tea- 
spoonful) helps to control blood pressure, usually without 
side effects, and its 15 mg. of BuTIsoL sop1uM® butabar- 


bital sodium induces calmness, reduces tension. 
Tablets — Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets). 


Philadelphia 32, Pa. 


4 


new nally 


¢ orally potent 


* consistently gives profound relief 


* minimal side effects 


Additional information to physicians on request. 
Subject to Federal Narcotic Law. 
LERITINE is a trade-mark of Merck & Co., Inc. 


Ss 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., 


J.A.M.A., Sept. 6, 1958 


potent narcotic analgesic 


LERITINE 


ANILERIDINE 


effective even for 


Inc., PHILADELPHIA 1, PA. 


(Continued from page 124) 
INTERNS AND RESIDENTS WANTED 


The * signifies a approved for internships 
and the + a residencies in specialties 

the Council on Medical Ed and H 

the A.M. Consult Council’s approved list 


types of internships and residencies approved. 


a> ROVED RESIDENCIES AVAILABLE—1,005 BED 
GM&S Veterans Administration Hospital affiliated with 
Albany Medical College; opportunities for clinical, in- 
vestigative and student teaching activities; U. S. or 
Canadian citizenship required; applications invited in 
general surgery, pathology, radiology, psychiatry, physi- 
cal medicine, neurology; salary $2,995 to $5,545; tem- 
porary license in New York state acceptable for first 
year but permanent license in any state required before 
entering second year for U. 8S. citizens; also career resi 
dencies available in psychiatry, neurology, and physical 
medicine; salary $8,330 to $9,890; age limit 47 years 
and permanent license in any state required; bachelor 
quarters and subsistence » at reasonable 
Address inquiries to: Professional Services, 
Veterans Administration Hospital, Albany, New York. D 


VACANCIES ARE AVAILABLE FOR FIVE FIRST 
year, five second year, and five third year residencies in 
psychiatry, beginning July ! 1959, at the Philadelphia 
Psychiatric Hospital, Ford Road and Monument ae 
Philadelphia 31, Pennsylvania, approved by AMA, AHA, 
ACS, for three years’ training in psychiatry, both clini- 
cal and didactic, as preparation for Boards; this is a 
150 bed hospital, includes an out patient service, treats 
only acute psychotic and psychoneurotic patients, ana- 
lytically oriented; exchange residency with general hos- 
pital for ne’ urology and child psychiatry available; resi- 
dents’ work is under constant supervision and cases are 
controlled. For further details write for brochure and 
application. Address communication to Samuel Cohen, 
MD, Medical Director. D 


APPROVED THREE YEAR 
thalmology, Northwestern University Medical School 
Center available January 1, 1959, due to sudden with- 
drawal of accepted candidate; applications, preferably 
by graduates of approved schools, are invited; closing 
date November 1, 1958. Apply to: Miss Carter, care 
Derrick Vail, MD, Northwestern University Medical 
School, 303 E. Chicago Avenue, Chicago, Llinois, for 
information pertaining to above. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital in Chicago Medical Center; ans’ Committee 
supervised didactic-clinical program on 95 psy- 
chiatry and neurology service; affiliated with University 
of Illinois, Loyola University, Chicago Medical School; 
Institute Juvenile Research, County Psychopathic Hos- 
pital and large outpatient clinic. Write: Manager, Vet- 
erans Administration West Side Hospital, 820 8. Damen, 
Chicago 12, Llinois. D 


RESIDENCY IN OPH- 


OPENING FOR THIRD YEAR LEVEL GENERAL 
surgery residency in a four year approved residency 
program to graduates of approved schools only, *+; 
Reply: Box 6494 D, % AMA. 


APPROVED RESIDENCY 
or second year 


ly; first 
bed community 
gram ; 
with full 
quired; Apply: 


Medical Education, Herrick Memorial Hospital, 


ley, California. 


APPROVED 3 YEAR RADIOLOGY 
bed general hospital and 


medical center; 
mental therapy; 
ology; supervised 
cago 


Illinois. 


RESIDENCY IN 


diately in service approved for one year in large 


mental hospital ; 
previous 


information to: I 
Director, Brattle 


Private and 
maintenance ; 


Medical Colleges. / 
Administration Hospital, 820 


experience ; 
married couple available 


AVAILABLE IMMEDIATE- 
in obstetrics-gynecology; 253 
general hospital; active teaching pro 
clinic cases; salary $300 monthly 
California medical license re- 
MD, Coordinator of 
Berke- 

D 


Harold Mankin, 


RESIDENCY; 500 
patient service in 
Illinois, supple- 
pediatric radi- 


large out 
affiliations University 
Children’s Memorial, 
by Dean ol Illinois, Stritch and Chi- 
ly: Manager, Veterans 
South Damen, 

) 


IMME- 
private 
salary $5,500 to $6,700 depending on 
maintenance for single person or 
at $40 per month. Send full 
Ir. Richard A. Kenworthy, II, Clinical 
boro Retreat, Brattleboro, Vermont. D 


PSYCHIATRY AVAILABLE 


PATHOLOGY FELLOWSHIP AVAILABLE — FULLY 


approved 4 year 
omy and clinical 


‘Alton Ochsner Medical Foundation, 
Highway, New Orleans 21, 


medical school. 


residency program in pathologic anat- 
pathology; applicant must be graduate 
For further information 
Leveroos, Director of Graduate Educa- 

1516 Jefferson 
Louisiana. 


WANTED — TWO RESIDENTS FOR A TWO YEAR 


approved anesthesiology 


hospital in New 
an approved med 
we provide full 
month. Box 6640 


APPROVED ROTATING 
January 1, 1959; 


educational oppo: 


available, $150 plus full maintenance 
Intern Committee, St. 


service for 400 bed teaching 
York City; we require graduation from 
ical school and an approved internship; 
maintenance; uniforms and $125 per 
D, % AMA. 


INTERNSHIPS AVAILABLE 
228 bed general hospital; excellent 
out patient clinic, all services 

Write: Chairman, 
Luke’s Hospital, St. Paul 2, 


rtunities ; 


Minnesota. 

INTERNSHIP—ROTATING; NEW, 200 BED VOLUN- 
tary hospital; accredited; maintenance; $2,400 year; 
qualified foreign graduates accept Administrator. 
Booth Memorial Hospital, Flushing 55, New Yor 
City. 


New York 
CONTACT DR. 


WO year approved residency 
appointment currently available 
in the Department of Anesthesiol- 
ogy at the Mount Sinai Hospital, 


City. 
MAX FUCHS, ASSISTANT DIRECTOR 


$650 
train- 
no geriat- 
Medical 
California. D 


GENERAL RESIDENT TRAINING PROGRAM 
monthly; one or two years, hospital accredited; 
ing approved ; 100 beds, active; no tubercular; 
rics; S. or Canadian citizenship required 
Director, Tulare County Hospital, Tulare, 

APPROVED BY AMERI- 

openings avail: 

full maintenan 

Director of 


TWO YEAR RESIDENCY 
can Board of Anesthesiology; 
stipend $182 to $222 per month; 
dress: Phillip 8. Marcus, MD, 
ology, Boston City Hospital, Boston, 


ce. Ad 
Anesthesi 
Massachusetts. D 


100 BED SHORT TERM HOS- 
pital; ponrgres by the State of New Jersey; 60 miles 
from New York City or Philadelphia; salary open. Write 
to: The Paul, Kimball Hospital, Lakewood, New oo. 

) 


ROTATING INTERNS 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large Eastern Men 
tal Hospital; excellent teaching program therapeutic 
procedures; $5,280 to $6,600. Box 6638 D, % AMA. 


AVAILABLE JANUARY 1ST; GENERAL PRACTICE 
residency ; county hospital; 210 beds; out patient depart 
ment; $315 per month. Write: Assistant Superintendent, 
Pierce County Hospital, Tacoma 8, Washington I 


KANSAS — RESIDENCIES IN PSYCHIATRY; UNI- 
versity of K a Medical Center; newly reorganized 
educational with full three year approval; 
sixty-two in patient beds with day hospital facilities 
for additional twenty patients are part of progressive 
University Medical Center; broad experience in dynamic 
psychiatry with emphasis on development of psycho- 
therapeutic skills under Supervision ; active di- 
vision of child t) pharma- 
ecologic therapies; community and preventive 
psy y ; meurology and 

hoanalysi service emphasizes 
prehensive approach to patient and his therapy: 
dents participate in teaching and research activities of 
department; stipends range from $2,200 to $6,000; ap- 
lications now being considered. For details write to: 


33 


social, 


Itati 


onald C. Greaves, MD, Professor of Psychiatry, 
University Medical Center, Kansas City 
ansas. 


NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in a general hospital with approved three-year 
training program; all para-medical services fully op- 
erative; located in the Greenwich village section of New 
York City; physical plant modern, up-to-date, recently 
constructed; this general hospital consists of 830 beds 
covering all specialties, and including a current capac 
ity of 82 beds in a psychiatric pavillion; affiliated with 
New York University-Bellevue Medical Center; 
dencies available on Ist, 2nd, and 3rd year levels; for 
further information write the Administrator, St. Vin- 
cent’s Hospital of the City of New York, 153 W 
Street, New York 11. Applications now being ac- 
cepted for training year beginning July 1, 1959. 


RESIDENCY IN NEUROLOGICAL SURGERY; AP- 
proved four year program in association with the Uni- 
versity of Virginia. Apply: Manager, Veterans Adminis- 
tration Hospital+, Richmond 19, Virginia. D 
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168, No. 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Okiahoma Medical Center; three year approved training 
oo broad experience in dynamic psychiatry with 
tensive psychotherapy of in-patients and out-patients; 
ohyesetonten’ and pharmacological therapies; neurology: 
child psychiatry; social and preventive psychiatry; be- 
havioral sciences; psychoanalysis; psychosomatic medi- 
cine; residents participate in research and teaching: 
optimal supervision, excellent case a complete 
curriculum; stipends first year $4,500; second year 
$5,000; third your $5,000; applications now being con- 
sidered for residencies beginning July, 1959. For details 


write: Louis Jolyon West, MD, Professor of Psychiatry, 
of Sehost of Medicine and Uni- 
versity Hospitals, N. E. 13th Street, Oklahoma 
City 4, 


FLORIDA — ASSISTANT SURGICAL RESIDENT IN 
recently opened 272 bed private hospital; organized 
teaching program; emergency room and outpatient de 
partments ; residency not yet approved; foreign graduates 
with permanent visa and good command of English 
language will be considered; position open to women; 
allowance from $325 per month, without maintenance, 
depending upon experience; give full information con 
cerning yourself in own handwriting first letter. For 
application write: Director of Medical Education, Bap 
tist Memorial Hospital, 800 Miami Road, Jacksonville 7, 
Florida D 


APPROVED RESIDENCIES — INTERNAL MEDICINE 
available quarterly, Veterans Administration 
Dayton, Ohio; 3-4 year program; citisenship required 
or else graduate of approved Canadian or USA medical 
school; affiliated and supe rvised by Ohio State Univer- 
sity Medical School; salary $3,250 to $4,945 per year; 
approved for bei nefits camer Pub lie Law 550; outstand- 
ing record with Specialty Board significantly 
than National averages. Apply: Dr. S. Simerman, Chief, 
Medical Service, Veterans Administration Center, 
Dayton, Ohio. D 


CAREER RESIDENCY—IN PATHOLOGY AVAILABLE 
immediately in large general medical and surgical hos- 
autopsy and surgical pathology serv- 
as comprehensive and didactic program in 
clinical pathology; 5 full time and 5 consulting attend- 
ing pathologists; 4 year Board approval; salary $6,505 to 
= 890 per annum depending on professional experi- 
ce; applicants must be graduates of approved medical 
se chool and U. 8. citizen. For further information, write: 
Chief, Laboratory Service, Veterans Administration Hos 
pital, Hines, Illinois. D 


RESIDENCY IN NEUROLOGICAL MEDICINE--MAS 
sachusetts Memorial Hospitals, Boston, Massachusetts ; 
one year approved program with emphasis on neurologi- 
cal aspects of 
autonomous division 
prefer second or third 


: very active 


as well 


Department of Medicine; 
year resident; supervision by 
Board Certified neurologist and associate; salary $3,600 
per annum. Apply: Dr. Charles A Kane, Professor of 
Neurology, Boston University School of Medicine, 80 E 
Concord Street, Boston, 
RESIDENCY — INTERNAL MEDICINE; APPROVED 
one year; Veterans Administration Hospital in Los 
Angeles, affiliated with three medical schools; quarters 
and maintenance available for unmarried residents; 
hospital¢+ in San Fernando Valley, 12 miles from 
UCLA: includes 3 month out patient service, UCLA 
successful completion one year will make resident el- 
Administration Center, 


igible acceptance by Veterans 

Los Angeles, for remainder residency requirement 
Write: Manager, Veterans Administration Hospital, Sep- 
ulveda, California D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHI.- 
atry; approved three year program; balanced clinical 
and didactic training including psychotherap and so- 
matic therapies, outpatient and child psychiatry; at 
Veterans Administraton, 
tals*:; affiliated with Topeka Institute for Psychoanaly- 


Center, | 


; neurological service is | 


higher | 


Massachusetts D | 


State and Menninger Hospi- | 


sis: five year appointments combining residency and staff | 


experience for Board Eligibility available at staff sala- 
ries. Write: Registrar, Menninger School of ee, 
Topeka, Kansas. 


VETERANS ADMINISTRATION HOSPITAL, ANN AR 


bor, Michigan, a general medical and surgical hospital ; 
positions available; psychiatric residencies; affiliated 
with the University of Michigan offering a fully ac 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Ireland, | 


MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan. D 


PSYCHIATRIC RESIDENCY VACANCIES — _ AP- 
proved three year residency in conjunction with North- 
western University Medical School; extensive training 
program in clinical psychology, vocational counseling, 
social service, and related fields; salary 
$3,250 to $4,165; and for eareer residents 
$9,890; hourly commuting distance Chicago. 
Manager, Veterans Administration Hospital, 
North Chicago, Illinois. 


$6,505 to 
Write: 
Downey, 
D 


INTERNAL MEDICINE; 1300 BED 
general hospital+; 3 year; teaching unit, Baylor Uni- 
versity College Medicine; female, private, out-patient 
medicine; includes all sub-specialties under supervision 
of Board certified specialists; stipend $3250 to $4165; 
radioisotopes, pulmonary function, research, ete. ; must 
be U. 8S. citizen or graduates of U. S. or Canadian 

H. D. Bennett, MD, Veterans Adminis- 
Houston, Texas. D 


RESIDENCY — 


medical schools 
tration Hospital, 


THE DEPARTMENT OF THE 
Royal Victoria Hospital, Montreal, offer: roved resi- 
dencies of three years duration; clinica and didactic 
instruction in all phases of ophthalmolo Graduation 
from approved | medical school i and rotating internship 


require commence July 1, 
1959; salary and maintenance. For information, apply 
to: 


The Executive Director, Royal Victoria Hospital, 
Montreal 2, Canada. D 


INTERNSHIPS — ROTATING; AVAILABLE JULY 1, 
1959; fully approved 376 bed modern hospital* +; inte- 
grated teaching program; Board diplomates in all spe- 
cialties; stipend $250 month; full maintenance; ap- 
proved residencies in urology, general surgery, radiology 
and pathology; residencies in medicine and general 
practice pending approval. Write: Administrator, St. 
Vincent's Hospital, Erie, Pennsylvania, D 


AVAILABLE IMMEDIATELY—FIRST YEAR SURGI- 
cal residency in four year approved program; rapidly 
enlarging community; Bae of approved schools 


only. Answer: Box 6273 D, % A 


ranges from | 


the unique nitrofurans eliminate 


problem pathogens 


CASE REPORT: STAPHYLOCOCCAL OSTEOMYELITIS 


Severe compound fracture of right foot led to a 
large, open ulcerated wound on the sole, with 
tarsal bones exposed and necrotic. Despite ex- 
tensive debridement, removal of necrotic bone 
and attempted closure with a pedicle flap, the 
wound failed to heal and developed considerable 
purulent drainage. 


Culture of pus revealed Staphylococcus aureus, 
resistant to all antibiotics tested, but sensitive 
to FuRACIN. Daily irrigation was instituted, em- 
ploying 1 part of FuRAcIN Solution to 4 parts 
normal saline. Depths of the wound were reached 
with a long #20 needle on a 20 cc. syringe. 


Purulent drainage decreased considerably with- 
in a few days, stopped completely after 2 weeks 
of irrigation with FurRAcIN Solution. The open 
space beneath the pedicle flap gradually filled 
with healthy granulation tissue, and 6 weeks 
after institution of FURACIN treatment, healing 
was complete. 


In clinical use for more than 12 years and today one of the most widely prescribed 


topical antibacterials, FURACIN—like other nitrofurans—remains effective against 


pathogens which have developed, or are prone to develop, resistance to antibiotics. 


Products of 
Eaton Research 


FURACIN 


brand of nitrofurazone 


Available as Soluble Dressing, Soluble Powder, 
or Solution. Also in Vaginal and Urethral Sup- 
positories and in special formulations for eye, 
ear and nose. 


EATON LABORATORIES, NORWICH, NEW YORK 


SEATTLE, WASHINGTON, PINEL FOUNDATION HOS- 
pital+; positions available for 2 well qualified 3rd or 
4th year psychiatric residents in 1959; principal train- 
ing is in psychological treatment of inpatients, with 
additional training according to individual needs and 
interests. Address inquiries to: R. Hugh Dickinson, MD, 


Medical Director, 2318 Ballinger Way, Seattle 55, 
Washington. D 
APPROVED THREE YEAR RESIDENCY INTERNAL 


medicine; one opening August 15; one January 1, 1959; 
as assistant resident for a graduate of approved sc hool 
to complete staff of 20 trained interns and residents; 
active teaching; 40% service cases; 45,000 patients a 
year in emergency room and clinics. Apply: Robert 8. 
Green, MD, Memorial Heart Laboratory, St. Mary’s 
Hospital, Cincinnati 14, Ohio. D 


OPHTHALMOLOGY RESIDENCIES — GEORGETOWN 
Iniversity Medical Center, Washington, D. C., 
proved 3 year program includes basic science: 4th 
year graduate degree program available; affiliated servy- 
ices Veterans Administration and D. C General Hos- 
pital. Apply: Program Director, Ophthalmology, George- 
town University Medical Center, 3800 Reservoir Road, 
N. W., Washington, D. C. D 


ANESTHESIOLOGY RESIDENCY—APPROVED; COM- 
plete didactic and clinical training program; 
duration; appointments available. Write: Oral RB. 
Crawford, MD, Director, Department of Anesthesiology, 
St. John’s Hospital, Springfield, Missouri. D 


RESIDENCIES 


INTERNAL MEDICINE; ACTIVE 300 
bed general hospital; approved 3 year re sidency program ; 
full time Board specialists teaching; salaries range from 
$315 to $415, depending upon year of training and fam- 


ily status; eligible California licensure. Write: Director 
of Education, Kaiser Foundation Hospital*+, 280 W. 
MacArthur Boulevard, Oakland 11, California. D 


internship January |, 84 bed county hospitals + 
near New York City; panna Mad educational opportu- 
nity; only applicants of approved medical schools will 
be considered; stipend $100 monthly plus complete 
maintenance. Apply: Bergen Pines County Hospital. 
Paramus, New Jersey. 


PATHOLOGY RESIDENCIES—ONE IMMEDIATE; ONE 


600 bed general hospital*+ approved for 4 
modern, well equipped laboratory: an 
to combine research and pathol- 
ogy training; good privete housing facilities available; 
stipends from $325 to $400 per month. Apply: E. M. 
Knights, Jr. MD, Director of Pathology, Hurley Hos- 
pital, Flint, Michigan. D 


July ist; 
year program, 
unusual opportunity 


SURSIOAL YEAR LEVEL; BOARD 


teaching hospital + 
affiliated with medical school for 
month plus full maintenance ; 

ber 1958. Box 6471 D, 


teaching of studen $175 
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/n Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 
foome 


LOTION 
Acid Mantie®—Hydrocortisone—Neomycin 


Note: 
Lotion is 
especially 
effective in 
hairy areas 
and tissue 


0 


PH4.6 


provides enhanced topical benefits 
in antiinflammatory, antipruritic, 
antiallergic and antibacterial action. 
Restores normal skin acidity. 


Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in 42 oz., 1 oz., 2 oz., 4 oz. squeeze 
bottles. (2 oz. size has special soft plastic tip for easy 


EXCLUSIVE 


application of contents into external ear in otitis externa.) 


Samples and literature available on request. 


(Continued from preceding page) 


PATHOLOGY—4 YEAR APPROVED RESIDENCIES IN 
pathologie anatomy and clinical pathology; approxi- 
mately 12,000 surgicals, 600 autopsies and 600 frozen 
sections performed per year; staff meludes 4 patholo- 
gists; Ph.D., biochemist, Ph.D; bacteriologist and part 
time neuropathologist and hematologist. Communicate 
immediately with: Dr. Herbert Fanger, Rhode Island 
Hospital*+, Providence 2, Rhode Island. D 


RADIOLOGY 
general hospital 
dent training for 


RESIDENCY AVAILABLE — 500 BED 

+; midwest; complete three year resi- 
American Board of Radiology ; large 
department including therapy and isotope divisions ; 
complete teaching facilities; staffed with three radiolo 
gists; good housekeeping facilities available; stipend 
$275 per month. Apply: Chief Radiologist, Aultman 
Hospital, Canton 10, Ohie. D 


APPROVED RESIDENCIES IN MEDICINE, PSYCHI- 
atry, pathology—Availabie 1 bed 
county hospital*+ near New City; cxcontional 
educational opportunity; only B.D. who have com- 

one year approved re will be _consid- 

; stipend plu 1 
Apply: Superintendent, Bergen *Pines County Hospital, 
Paramus, New Jersey. o 


TWO YEAR APPROVED PEDIATRIC RESIDENCY; 
northern California; organized teaching program with 
eight full time Board Pediatricians; appointments avail- 
able immediately and throughout year; California 
licensure eligibility required; salary $315 to $390. Con- 
tact: Alexander King, MD, Chief, Pediatrics Depart- 
ment, Kaiser Foundation Hospitalt+, Oakland 11, 
California. D 


RESIDENCIES IN PEDIATRICS — APPROVED 250 
ped general hospital*+ in San Francisco; two year 
approval; large outpatient department and clinic serv- 
ice; stipend $325 per month first year, plus mainte- 
nance. Contact: Educational Committee, St. Luke's 
Hospital, 1580 Valencia Street, San Francisco, Cali- 
fornia. D 


INTERNSHIPS — ROTATING GENERAL; SEVERAL 
vacancies; now and in February; 370 bed fully approved 
hospital; 30 minutes from Times Square, New York; 
excellent educational program; ores a month; 2 weeks 
vacation; full maintenance; member of Exchange Visi- 

Program. Christ Hospitals+, 176 Palisade 
Avenue. Jersey City 6, New Jersey. oD 


anes Y RESIDENCIES—AT UNIVERSITY 
f Minnesota Hospitals, Minneapolis Veterans Adminis- 
Hospitals and associated an opening 
every 4 weeks, Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


RESIDENCIES IN PEDIATRIC PATHOLOGY AND 
hematology available July 1, 1959; hospital maintains 
excellent educational and research pesureans and is 
affiliated with two medical schools. Apply: Clarence 
Rice, MD, Director of Laboratories, Children's Hos- 
pital+, Washington 9, Cc. D 


AFFILIATED HOSPITAL*+; 210 
beds, East Bronx; % million dollar research facilities; 
needs first or second year resident in medicine. Write: 
Medical Director, Misericordia Hospital, 531 East 86th 
Street, New York City dD 


NEW UNIVERSITY 


ANESTHESIOLOGY RESIDENCY — APPROVED. 2 
year integrated didactic and clinical program available 
now; complete maintenance and stipend. Apply: S. N 
Surks, MD, Chief of Anesthesiology, Long Island Jewish 
Hospital*+, New Hyde Park, New York. D 


ANESTHESIA RESIDENCIES — UNIVERSITY OF 
Vermont; two associated hospitals*+; active research 
‘available: $2,000 annually. John Abajian, SJr., 

D, Professor of Anesthesiology, University of Ver- 
mont, College of Medicine, Burlington, Vermont. 


WANTED—RESIDENTS FOR 2 YEAR APPROVED 
program in pathology; salary $75 to $200 per month and 
maintenance, depending on qualifications ; 500 bed 
modern chionic disease hospital. Apply iperintend 
ent, St. Barnabas Hospital+, New York 57, New a. 


ORTHOPEDIC RESIDENCY — MAJOR MIDWEST 
teaching hospital*+ has an unexpected vacancy to the 
first year of its 4 year approved program. If interested 
send brief summary of training to date. Box 6562 D, 
Yo AMA. 


WANTED—ASSISTANT RESIDENT IN  OROLARYN 
gology; Strong Memorial Hospital*+, Rochester, New 
York; to fill unexpected vacancy. Administrator's Office, 
Strong Memorial Hospital. D 


LOCUM TENENS WORK WANTED 


GENERAL PRACTITIONER — 29; SINGLE; DUKE 
graduate; six months general practice before service; 
completing service tour December wants locum tenens or 
association six to ten months starting December; begin 
residency July or November, 1959. 1687 Temple Hills 
Drive, Laguna Beach, California. H 


SITUATIONS WANTED 


SURGEON: COMPLETED PART I; 2 YRS, GENERAL 
practice; 2 years, medical officer ic aptain), U. S. Air 
Force hospital ; 2 years, intensive training ioe 200 
bed hosp'tal; presently private practice, general surgery; 
seeks general surgery & traumatic orthopedics smali 
group or clinic; prefer Pacific Northwest or California: 
middie 30's. WOODWARD MEDICAL BUREAU, 185 
North Wabash, Chicago 1 1 


SURGEON—CERTIFIED GENERAL AND THORACIC 
with experience vascular; veteran; 3 years private prac 
tice; energetic; personable; desires location in smaller 
community with pleasant surroundings for family; some 
general practice acceptable; solo, partnership, group or 
teaching. Box 6650 I, % AMA. 


GENERAL PRACTITIONER — 38; 
Alaska; Write: Box 6653 1, % AMA, 


INTERESTED IN 


GENERAL SURGERY RESIDENCY WANTED—SEC- 
ond year; starting July 1, 1959; age 31; interned uni- 
versity hospital; 4 years general practice; good recom- 
mendations; ee now taking Ist year surgical res- 
idency. Box 6651 I, 1A 

PATHOLOGIST—CERTIFIED; PA, CP; 25 
seeks position preferably in northern United § 

Millikin, 2739 Gunckel, 


ifornia; Paul D. 


Ohio. 


GENERAL PRACTITIONER 
3 years; desires to relocate 
ably; southwest or 
6660 I, AMA 


Toledo, 
i 


AGE 32; IN PRACTICE 
in small community prefer 
Rocky Mountain states. Write: Box 


RADIOLOGIST—36; DESIRES 
or teaching; certified by AEC; 
and family; excellent references; 
southwest. Box 6641 I, © AMA. 

INTERNIST 32; CERTIFIED; 
practice; far west or south west preferred, 
% AMA. 


POSITION IN GROUP 
in good health; married 
prefers midwest or 


DESIRES GROUP 
Box 6647 1, 


ANESTHESIOLOGIST— PRE NTLY CHIEF OF DE- 
partment in large teac ae center; desires change; fee 
for service. Box 6658 I, AMA 


SURGEON -DNB; BOARD CERTIFIED; 
eligible Board of Thoracic Surgery; eastern trained; 
wide experience most phases of surgical handicraft; over- 
seas WW II and Korea; former Chief of Surgery several 
Army hospitals; congenial, adaptable; desires to relo 
cate with group, association, partnership or hospital in 
busy surgical practice, or position as medical director 
large industrial firm or hospital where there is need for 
an able surgeon with mature judgment; willing to travel; 
domestic or foreign; hard and willing worker; no family 
ties; excellent references; licensed 4 states; remunera 
tion important consideration; available September Ist. 
tox 6602 1, % AMA. 


FACS; 41; 


AVAILABLE—AMERICAN BOARD ECIALISTS TO 
head departments, join groups, ete.; physicians for pri 
vate practice, assistants or industry, public 
health. Plea ase write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


associates, 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago, I 


INTERNIST CERTIFIED; 383; UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; 
desires association with a al, clinic; military service 
completed, Box 4858 I, AMA. 


NEW JERSEY—GENERAL PRACTICE; DESIRE AS- 
sociation with early partnership opportunity or with 
MD planning retirement; may include surgery and ob- 
stetrics; congenial conditions . growth possibilities 
important. Box 6614 1, “oe AM 


SURGEON —32; VETERAN, FIVE YEARS SURGICAL 
training; passed part I surgery Board; desires associa- 
tion or location with ae agg or group in south or 
midwest. Box 6610 I, 


SURGEON--35; BOARD CERTIFIED; 
experience in general surgery; in private practice with 
medical school affiliation for 3 gears: desires association 
or group practice. Box 6618 I, % AM A. 


FAMILY; WIDE 


GENERAL PRACTITIONER 
service completed; special 
now in solo practice; desir 
small group in southeast. 


AGE 35; MILITARY 
interest OB and surgery; 
res or 
Box 6447 I, AMA 


UROLOGIST — CERTIFIED; COMPETENT; PERSON- 


able; age 44 years; reason, ood environment with good 
schools anywhere. Box 6624 I, AMA, 


PROFESSIONAL AND TECHNICAL AIDES 


— TECHNOLOGISTS: (a) CHIEF XRAY 

H; 3 yr old, air-cond gen hsp 400 bds; city 125,- 

; So. (b) MED TECH; female; impor MW indus 
firm; ideal wkg cond, superior personne! ben; $5000; 
1EF MED CH; active lab does 

hsp; $6000; coll 
25 bd Alaska hos 


Calif license; wk 
wel rsrch, test’g lab; 
riab & xr ay: L. A. vicin. 
400 bd vol gen hsp; 
TECH; ass’t chief, teach’ 


ical Bureau, Ann Woodward. "Director. 185 N. 
bash, Chicago. 


GENERAL MEDICAL TECHNICIAN; FOR EMPLOY- 
ment with the United States government; under 3 
years of age; must be U. 8S. citizen; knowledge of x-ray 
and laboratory procedures required ; military experi- 
ence in the medical field desirable: must have com- 
pleted military obligation; willing to serve overseas; be- 
ginning salary .490 plus allowances; request initial 
reply include obersonal, professional and military back- 
ground, Box 6384 L, % AMA 


(Continued on page 132) 
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you need a well-qualified assistant or 
We have many who would interest you. ‘us. 
oe WHEN INFECTION (and INFLAMMATION are INTERLACED THE NEW YORK MEDICAL EXCHANGE — 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 
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| 
| 00 bd tully apprv’d gen hsp; to $5400; resid city 
wee 75,000 nr univ city; MidE f) CHIEF MED TECH; 
Niet 200 bd vol gen hsp: N. Engl. (9) MED TECH and 
peas LAB & XRAY 
in hosp labs su 
for med tech, 
TISSUE TEC 
resort city. (i 
duties also req'd 0; coll 
city; MW. UG) CHEN f M Ph.D. in 
Med- 
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Aminet 


AMINOPHYLLINE WITH PENTOBARBITAL 


uppositories 


pediatric dosage 


prescribe exact doses for your 
positories —children weighing over 
younger asthmatics 40 Ibs. (18 kg.), one suppository 
rectally, 1 to 3 times daily. Each 
Y% Strength AMINET Suppository 

1 
A single v4 strength AMINET controls day or night Gas. 
wheezing in younger asthmatics. Exact dosage off (U% gr.), pentobarbital sodium 
quarter-strength formulation avoids possible 0,025 Gm. (% gr.), benzocaine 


aminophylline overdosage. 0.015 Gm. (% gr.). 


The unique, nonreactive base of AMINET Supposi- Half Strength Aminet Supposito- 
tories never inactivates aminophylline, always melts de the - = weighing over 
promptly at body temperature, invariably releases ; 4 


Full Str AMINET Suppositori 
a full antiasthmatic dose. And, AMINET provides ___¢,, 
full protection without the gastric upsets of oral 0.5 Gm. (7% gr.), pentobarbital 


aminophylline or the restlessness that may be _ sodium 0.1 Gm. (1% gr.), benzo- 
caused by adrenergics. caine 0.06 Gm. (1 gr.). 
Available: Boxes of 12. 


i. \ Vis COMPANY, INC » ELKHART, INDIANA 
87158 Ames Company of Canada, Ltd., Toronto 
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OLUDAR 


methyprylon Roc he 


MEETS THE NEEDS ON ALL SERVICES 
where a non-barbiturate hypnotic is required 


when a full night’s rest is required 


CARDIOLOGY regularly 


‘ when pruritic lesions interfere with 
DERMATOLOGY sleep 


‘ when sleep should be induced gently 
and naturally 


when fetal respiratory depression 
must be minimized 


when rest and quict are essential, 
OPW SOY 4 e.g., following surgery 


PEDIATRICS re when barbiturates are undesirable 
UROLOGY 

— 


PRE- AND POSTOPERATIVE, ~— when 6-8 hours’ sleep is virtually 
GENERAL CONVALESCENCE , therapeutic 


when mild bladder discomfort, etc., 
keep the patient awake 


~_ who must awaken in an alert state 
FOR THE PUYSISIAN... ‘to the telephone or alarm clock 


Roche —Reg. U.S. Pat. Off. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


130 
N 
| 
As 
4 
haces 
ne: 


In Peptic 


ALupDROX SA benefits the peptic-ulcer patient by 
providing complete medical management in one 
preparation. It relieves his pain, reduces his acid 
secretion, calms his emotional distress, promotes 
ulcer healing. 


Ambutonium bromide, an important new an- 
ticholinergic, incorporated into the time-proved 
formula of ALUDROX, reduces gastric secretion 
and motility without significant side-effects or 
toxicity. 

For long- or short-term management—anti- 


cholinergic, sedative, antacid, demulcent, anticon- 
stipant ... 


ONE, All-Purpose Formula 


SUSPENSION TABLETS 


ALUDROX 


Aluminum Hydroxide Gel with N 
ide, Ambutonium Bromide, and Butabarbital, Wyet! 


Supplied: Suspension, bottles of 12 fl. oz. TABLETS, bottles 
of 100. Each teaspoonful (5 cc.) and tablet contains 2.5 mg. 
of ambutonium bromide and 8 mg. of butabarbital in com- 
bination with aluminum hydroxide and magnesium hydrox- 
ide approximately equivalent to 1 teaspoonful of aluminum 
hydroxide gel and 4 teaspoonful of milk of magnesia. Also 
available: Tablets Ambutonium Bromide, 10 mg., bottles 


‘Sedative and anticholinergic hiladelphia 1, Pa 
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ES NORTH CAROLINA--PRACTICE FOR SALE; VERY 
active; well established general practice; available De 
cember, 1958; grossing $26,000; attractive office building 
in Piedmont town near two medical centers; office 
records of presently active practice; full hospital privi 
leges; reasonable and liberal terms! an excellent oppor 
tunity. Box 6605 P, AMA 


OHIO —BUILLDING AND PRACTICE FOR SALE; CIN 
cinnati, Ohio, suburban prosperous general mec tica| 
practice with completeiy equipped office building; 
rooms; air conditioned, parking space, doctor retiring 
available immediately; suitable terms 6592 1 
AMA 


OPERATION 


START 


HP*ACTHAR 


% 


APPARATUS ETC. FOR SALE 


FULLY COMPLETE OFFICE INCLUDING 25 MA PRO 
fex-ray; fluoroscopic t sacrificed at less than 30% 
actual cost; excellent F ; wonderful opportunity 
young physician; lucrative actice in Maine alse avail 
able, iy ep great fishing, hunting, few night calls 
Box 6661 Q, MA 


CYSTOSCOPES, RESECTOSCOPES, LITHOTRITI 
eysto and instrument tabl X-ray view boxes bes = 
standby BP; Pelton sterilizer, file cabinets, 
judge's chair, dictating machines; priced lo 
Dr. C. E. Kremer, 2174 North West Davis Stre 
land 10, Oregon 


| 


| PHYSICIAN WILL ACCEPT RE ASON AB LE o FERS 
fluoroscope ; microscope, metabolism 
sedimentation; seale; instruments eve, 
and throat surgery; also conventional equipme 
Lobell, 205 Third Avenue, San Mateo, Califorr 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy unit s; delivered; in 

guaranteed and serviced Vri de Is of 
rred payment plan and 
Kramer X-Ray Company, for 
ical Salvage Co., Inc., 217 E. 23rd Street, New Y« 
New York 


LARGE STOCK NEW, USED EQUIPMENT: INSTRU- 


ments; available for physician, hospital, or laboratories 
Harry Wells, 400 E. 59th St., New York 22, New York. 


FOR RENT 


DESIRABLE AIR-CONDITIONED OFFICES For 
rent in medical building in lilinois 
specialists in psychiatry, ophthalm« dermati 
or orthopedic surgery. Jules B pom DDS, 1709 

— Street, Waukegan, Illinois, Majestic 


In acute inflammatory or allergic conditions such 
as bursitis, an asthmatic attack or a penicillin re- 
action...the patient appreciates the quick relief 
obtained from an injection of HP*ACTHAR Ge/ 
given to him by his physician. 

Frequently the condition will clear up without re- 
quiring other agents. In other instances, it may 
yield to combined treatment with ACTH and spe- 
cific measures. 

A special feature of HP*ACTHAR Gel is its pro- 
longed action (up to 72 hours). The record of 
safety established by HP*ACTHAR Ge/ is unsur- 
passed by any similar agents. 


NEW MEDICAL SUITES IN AN IDEAL LOCATION; 
individually air conditioned and FM furn L 
ises has 6 suites; a pharmacy 
area. Contact: Wm ke tt DDs, 
Anaheim, California, phone: Prospect 2 


2,160 FEET AVAILABLE IN MODERN SHOPPING 
center for doctor's offices; six months free rent; $5 
month rent thereafter; will remodel to suit tenants 

‘Y”’ Pharmacy, Eugene, Oregon 


FLOOR; CORNER OFFICE; 4 ROOM SUITE 
‘, new building: private washroom; heated 
Central Ave., Chicago, Iinois 


EXCEPTIONAL OPPORTUNITY; DOCTORS’ OFFICES 
partially furnished; low rental in this beautiful fast 
growing city. Write: Box 444, Mount Dora, Florida. T 


REAL ESTATE FOR SALE 


HP* ACTHAR Gel 


FLORIDA—SALE; OFFICE AND HOME COMBINA 
(IN GELATIN) The Armour Laboratories Brand of Purified Repository Corticotropin (ACTH) 


tion of modern, quality construction; ideally located 

and proven for purpose over past decade «(. M. Coaker, 

429 20 Avenue, N., St. Petersburg, Florida. xX 

*Highly 

Purified THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 


160 ACRES—$8,000 FULL PRICE; BARSTOW AREA; 
high water level; ne: ar = 500,000 rane h; good soil; level 


land. Call anley 7-8215 or Stanley 7-4646 or write 
Pr. O. Box 2760, Hollywood 28, California x 


PUBLISHERS AND PRINTERS 
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(Continued from page 128) CALIFORNIA — WELL ESTABLISHED G ENERAL 
practice adjacent to Los Angeles; 192 
000; this can be increased approximate ly 40% by | me 


HOSPITALS AND SANATORIA FOR SALE doing own surgery: $5,000 down and $1,000 monthly fot 
3 years to reliable principals only; will introduce ; 
HOSPITAL EARNS 100 °%, caused to sell because of illness. Box 6589 P, 1A 
° 
FOR SALE—DUE TO DEATH OF PHYSICIAN LOVE 
ANNUALLY ON $300,000 DOWN ly home and offices, Central Indiana; 4,500 town plus 
- é Lone 5 12,000 in ten mile radius; three hospitals fifteen mile i 
(including amortization and interest) radius; can gross over $60,000; contract; immediate AY PROFESSIONAL PRINTING COMPANY 
Excellent Medical, Surgical and Maternity possession. Box 6645 P. % AMA. 2 NEW HYDE PARK 
Modern 1 story on 2 acres expandable near Los ILLINOIS—FOR SALE; GENERAL PRACTICE; FULLY | 
Angeles. . equipped office in Se hiller Par ; 1,600-2,000 population; | 
Owner retiring. Qualified principals only please. industrial area; 3 rooms plus reception room; dentist in 
M. B. Davis Associates, 405 E. Green Street building. Box 6625 P, % AMA 
Pasadena, California — Sy 9-2306 Ry 1-6290 KE NTU CKY — GENERAL PRACTICE; LOCATION | 


newly completed hospital three miles; gross 
last year; net $20,000; completely equipped 


$3 
PRACTICES FOR SALE eK od — ase; also new home ‘available; ; specializing 


CALIFORNIA — GENERAL PRACTICE GROSSING MONTANA—WELL ESTABLISHED GENERAL PRAC | 
about $50,000; open liberal hospital nearby; 30 minutes tice available immediately: very attractive office; mod- | PRINTING * PATIENTS’ RECORDS 
from San Francisco ; take over 2 year lease with option ern hospital; fine schools; progressive community ; ex 
to renew; price $12,000 terms. Box 6626 P, % AMA. cellent hunting and f fishing; mild climate; specializing. + FILES 
AN | 


GENERAL PRACTICE SHOULD GROSS $3,000 
month; lease airconditioned building 10 rooms $150; NEW JERSEY—UNOPPOSED GROWING PRACTICE 7 
rent buy equipment; good climate, hospitals; ¢ near Manhattan in beautiful country; fully equipped PROFESSIONAL PRINTING CO., INC 
i ; introduce gratis; suitable internist. F. ED W. home-office with x-ray; good hospitals and part time NEW HYDE PARK, N. Y 
hall, MD, 1017 Niles, Bakersfield, California r jobs. Box 6613 3 P, % AMA | Oe acca 
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A Summary Report on 


CORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description 


A unique patented electrolytic process (developed by 
Organon research) produces a complex of alpha zinc 
hydroxide and corticotropin. This complex offers 
considerable advantages for practical ACTH therapy. 


Characteristics 


New Cortrophin-Zinc provides corticotropin of un- 
surpassed purity with low foreign protein content. 
This reduces the risk of sensitization reactions. 


Since about 5% of the corticotropin is uncombined, 
onset of clinical response is rapid. But the balance, 
present as a complex of alpha zinc hydroxide, pro- 
vides a prolonged action so that the effective time 
span of a single dose is usually several days. Injection 
of the new electrolytic Cortrophin-Zinc is virtually 
painless. 


Pharmacology 


A potent stimulator of cortical activity, Cortrophin- 
Zinc does not depress functioning of the suprarenal 
glands. Unlike the corticosteroids, adrenocorticotro- 
pic hormone arouses the adrenal glands to produce 
natural steroids in natural proportions. In a 5-year 
study of patients on ACTH therapy, no case of 
adrenal or pituitary depression or atrophy has been 
observed. 


Because Cortrophin-Zinc is virtually painless on in- 
jection and its prolonged action obviates frequent 
injections, it is now practicable to use Cortrophin- 
Zinc in most of the indications where formerly re- 


liance has been on corticosteroids. This freedom 
from apprehension of deleterious depressive effects 
permits clinical use of valuable hormone therapy on 
a broader scale than has been possible heretofore. 


Clinical Uses and Dosage 


The many published reports on the use of Cortrophin- 
Zinc as well as ACTH in thousands of patients 
indicate its value in over 100 disorders. Most re- 
sponsive have been: allergies and hypersensitivities, 
rheumatoid arthritis, bronchial asthma, serum sick- 
ness, and inflammatory skin and eye diseases. 


Dosage should be individualized, but generally initial 
control of symptoms is obtained with a single injec- 
tion of 40 units of Cortrophin-Zinc daily, until 
control is evident. Maintenance dosage is generally 
20 units (or less) twice a week. 


Use of Cortrophin-Zinc with oral steroids is now 
recommended as a safety measure to supply the im- 
portant suprarenal stimulation and lessen the hazard 
of atrophy. Periodic use of Cortrophin-Zinc is 
advocated with all steroid analogs, such as cortisone, 
hydrocortisone, prednisone, prednisolone, methyl- 
prednisone, and triamcinolone. * 


Supply 

5-cc vials containing 40 and 20 U.S.P. units of corti- 
cotropin per cc; l-cc ampuls containing 40 and 20 
U.S.P. units of corticotropin, with sterile disposable 
syringes. 

*Write for complete literature and bibliography con- 
taining specific dosage schedules to: 


Medical Department 


ORGANON INC. « Orange, N. J. 
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HANSON 
DIETETIC SCALE 


The standard diet scale of the medi- 
cal profession for controlled diets. 
Rotating dial eliminates computation 
as each item of food is added on the 
serving plate. 

Capacity 500 grams by grams, 

body, easy to keep clean. 


Model 1411 (illus- 
trated) has glass 
protected dial, 
price $16.50. 

Model 1440 en- 


dial, pri CHAIR © Upholstered, $150 
CABINET © Stainless steel, eight drawers, with 
or without Pp 
Seo yew waste tainer, air regul e, 
CUSPIDOR © With suction. 


CATALOGUE SENT UPON REQUEST 


HANSON 
SCALE CO. SURGICAL MECHANICAL RESEARCH, INC. 
Est. 1888 1905 Beverly Bivd., Los Angeles 57, Calif. 


ESTABLISHED 30 YEARS 


Northbrook, Illinois 


So simple 
you can almost do it blindfolded 


When you merely set one dial, your sterilizing 
is so simple you can almost do it blindfolded. 
Sterlizing with a SpeedClave is that easy! 

No other office autoclave offers you automatic 
heating, timing, and venting. Three features that 
free your nurse for other duties. To sterlize, she 
merely loads the SpeedClave, then sets it... 

From a cold start, your sterlizing is done in 
half the time of other office autoclaves, and the 
SpeedClave even turns itself off. 

Simple? Nothing could be simpler—or safer. 
Autoclaving is the safe way to sterlize. And 
Speed-Claving is the simplest and quickest. 


LIGHTS AND STERILIZERS | 
Wilmot Castle Co. * 1722 E. Henrietta Rd. + Rochester, N. Y. 


Send me Sootatine bulletin DS-246 which tells all 
about the SpeedClave. 


Name 


Address. 


| Castle, Wilmot Co. 
| Cereal Institute, Inc. 


J.A.M.A., Sept. 6, 1958 
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BATTLE CREEK SANITARIUM 
92ND YEAR OF CONTINUOUS SERVICE NORTH SHORE 


Specializing in preventive, diagnostic and rehabilitation services. Close 4 HOSPITAL 


—for psychiatric treatment and research 


cooperation with home physicians in management of chronic diseases. 
poe on the shores of Lake Michigan 


i 
For rates and further information, address Box 101 Care and WINNETKA, ILLINOIS 


THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN treatment 
The Willows Maternity of emotional 
Sanitarium, Inc. 

Since 1905 


disorders 


ore cs MRS. DON D. HAWORTH, Supt. 


2927 Main St., City 8, Mo. Tel. Westport 1-2104 | 


SIMPLIFY BLOOD CELL COUNTING : x Y x 
BELLEVUE PLACE 
for 


© Always Accurate Faster Count Easy to Operate 
Nervous and Mental Diseases 


No more tedious computations. Five keys for five fingers of either hand 
and three smaller keys for the Schilling Hemogram: Stabs, Juveniles, and 


Myelocytes. Count, add and calculate to 100 in one minute without a i <> os 
removing eyes from microscope. Price $85.00, black finish . .* | EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


THE MARBEL BLOOD CALCULATOR CO. 
30 W. WASHINGTON ST., CHICAGO 2, ILL. 


FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA CREME 
IVEA SKIN OIL 


and Glutamic 


Pyruvic Transaminase | 


rding to Cabaud, Wroblewski, et al., 
of Clinical 1956) and superfatted 


(Drabkin) 


Write for Bull. 406; also for instructions 
on: Transaminase and Cyanmethemoglobin. KF 
| LABORATORIES, INC. 


SOUTH NORWALK. CONN... U. S.A 


MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE 
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Greater comfort 
for postoperative 
and postpartum patients 


abdominal distention and urimary retention 


can often be prevented or promptly relieved 
—with less need for uncomfortable enemas and catheters 


Urecholine. 


Chloride 
(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intubation, 
and suction apparatus. Micturition is facilitated—without the 

discomfort and risk of infection inherent in catheterization. 


Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 

10 to 30 mg. three or four times daily. Usual subcutaneous dosage: 
5 mg. three or four times daily. 

Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 

retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease); certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 

Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 


l-cc. ampuls containing 5 mg. 
Urecholine is a trade-mark of MERCK & CO., Inc. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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R ALLERGY «- ‘PERAZIL FOR ALLERGY - 


This advertisement has be 
Additional copies are available u 
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'PERAZIL’ FOR ALLERGY ‘PERAZIL'’ FOR ALLERGY 
igned to fit a standard 8° x 10° frame 


‘Perazil’ relieves the symptoms of sneezing, 
“incessant” itching, inflamed eyes, rhinorrhea, 


itching eyes, nose and throat, associated with: 


e HAY FEVER e VASOMOTOR RHINITIS 
POLLENOSIS ALLERGIC DERMATITIS 
PRURITUS DRUG SENSITIVITY 

URTICARIA 


‘Perazil’ is both prompt and prolonged in effect, 
providing symptomatic relief lasting 12 to 24 
hours from a single dose without the high inci- 
dence of drowsiness occurring with certain anti- 
histamines. When drowsiness does occur it is 


generally mild and the usual precautions should 


be observed. No toxic effects related to either 
the blood-forming organs or the cardiovascular 


system are produced. 


DOSAGE 


Adults and children over 8 years, 50 mg. once or twice 
daily as required. The dose may be increased in severe 
cases. 


Children from 2 to 8 years, 25 mg. (one sugar-coated 
tablet) once daily. 


Infants up to 2 years, 12% mg. (one quarter of a 50 mg. 
tablet) crushed and mixed with a spoonful of jam or 


syrup. 
*‘PERAZIL’® brand Chlorcyclizine Hydrochloride 


Tablets of: 
25 mg., sugar-coated, bottles of 100 and 1000 
50 mg., scored, bottles of 100 and 1000 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Neo-Synephrine 


HYDROCHLORIDE 
NASAL SPRAY 


0.5% 20cec. 


in the handy plastic squeeze bottle 


* Microspray tip 
* Won’t break or spill 
* Ready when patients need it 


PROLONGED DECONGESTION 


Neo-Synephrine (brand of phenylephrine), trademark reg. U.S. Pot. Off. 
@Zephiran, brand of benzalkonium chloride (refined) 


now...with ‘Vi-Sol’ vitamin drops and tablets “ie 


you can select the formulation 3) 1610) and form 69 for each child 


Tri Vi So ” When you prescribe ‘Vi-Sol’ drops for your infant patients, remem- 
¢ taste dteadiiee, eet Adie ber that 3 out of 4 have older brothers and sisters* who will welcome 
drops / tablets new ‘Vi-Sol’ soluble tablets. They taste delicious, dissolve readily 
Vi S \° in the mouth. Mothers are spared the bother of spoons and liquids 
Po ly -Vi-50 ...children take the tablets by themselves. 


6 essential vitamins, Mead Johnson 
drops / tablets *Based on data from the National Office of Vital Statistics. 


Deca-Vi-Sol \ Mead Johnson 


Symbol of service in medicine 


10 significant vitamins, Mead Johnson 
drops / tablets 


viess 


vitamt for every child in the family 


